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CANCER OF THE LARYNX* 
A Study of Two Hundred and Two Cases With End Results 


BY SAMUEL W. 
INTRODUCTION 


HIS report is based on a study of 202 un- 

selected and consecutive cases of cancer of 
the larynx treated at the Collis P. Huntington 
Memorial Hospital over a period of fourteen 
years, dating from January, 1919 to July, 1933. 
During this period there were 12,466 cancer pa- 
tients admitted, 202 of whom suffered from can- 
cer of the larynx, giving an incidence of 1.6 
per cent for cancer of this organ. 

Unfortunately, in a large majority of these 
patients the disease had progressed to such an 
extent that any expectation of a cure was out 
of the question and the most one could hope 
for was palliative relief. The unwarranted 
hopeless attitude assumed among some in the 
profession, and the failure to recognize the early 
symptoms of cancer may in great part account 
for the late arrival of patients for treatment. 
Early diagnosis offers a patient his best chance 
of eure. This is especially true, as will be shown 
later, in the early intrinsic type. 


Historical—The modern study of cancer of the 
larynx is closely associated with the develop- 
ment of laryngology as a distinct specialty in 
medicine. This dates from the discovery of the 
laryngoscope by Garcia in 1855 and its intro- 
duction into medicine by Tiirck (1857) and 
Cermak in 1858. 

We are greatly indebted to Sendziak for his 
contribution to our knowledge of the history of 
malignant tumors of the larynx. Although the 
disease was known to the ancients, it was im- 
perfectly understood by them and their observa- 
tions are only of academic and historical inter- 
est. <Aritaeus (about 100 A.D.) refers to can- 
cer of the larynx. Galen (about 200 A.D.) gives 
a description of malignant ulceration exhibit- 
ing an infiltrating character and also, of new 
growth of the pharynx and the base of the 
tongue, leading to mechanical dyspnea by com- 
pression of the upper part of the airway. Dur- 
ing the Middle Ages very little, if anything, was 
recorded in the literature on the subject. 

In 1668 Boerhaave of Leyden described a ecan- 
cerous angina and Morgagni of Padua (1732) 
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gave a clear description of cancer of the larynx 
in two cases. These patients succumbed to 
dyspnea and dysphagia and necropsy showed 
malignant disease of the pharynx and larynx. 
During the ensuing century, no contributions 
of note appear to have been made on this sub- 
ject. 


In 1833 Albers of Bonn reported a case in a 
man aged fifty-four who died of asphyxia caused 
by a malignant tumor the size of a nut. In the 
same year Brauer of Louvain devised a thy- 
rotomy operation for laryngeal polypi and this 
procedure was later (1884) adapted by Ehr- 
mann for the treatment of cancer. 

In 1836 Belloeq and Trousseau wrote upon 
‘‘laryngophthisis carcinomatose’’. Their work 
shows that granulomas and neoplasms were still 
not clearly distinguished. In 1846 Trousseau 
is said to have performed the first tracheot- 
omy for the relief of laryngeal carcinoma. Be- 
fore the discovery of the laryngoscope (1855) 
cancer of the larynx was considered a rare dis- 
ease. 

In 1851 Dr. Gurdon Buck of New York first 
performed a thyrotomy for the removal of laryn- 
geal cancer. 

In 1855 the discovery of the laryngoscope by 
Garcia, mentioned above, laid the foundation 
for a more accurate study of cancer of this 
organ. It is of interest to note that Garcia 
was not a physician, but a singing teacher in 
London and invented the laryngoscope in order 
to observe the vocal chords. 

The first total laryngectomy was performed 
by Patrick Heron Watson (1868) of Edinburgh. 
The patient survived but a short time. Bill- 
roth of Vienna (1873), after experimenting on 
dogs successfully, removed the larynx of a man 
who survived several months; in 1874, Heine 
and Mars repeated the operation. In the same 
year Gussenbauer also operated and devised an 
artificial larynx, the first of its kind. 

In 1877, Foulis, D. of Edinburgh, reported 
his first case (Lancet 2:531 [Oct. 13] 1877) 
and in 1881 published a paper in which he had 
collected reports of thirty-two complete and six 
partial laryngectomies. The results of these 
eases were bad; the method was unanimously 
and severely criticized. (Trans. Internat. Med. 
Congress 3: 251, 1881.) 
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The first laryngectomy in this country was 
performed in 1879 by Dr. Frederick Lange, a 
surgeon residing in New York. 

In 1883, Dr. J. Solis-Cohen, of Philadelphia, 
collected sixty-five cases, all of the reports and 
statisties available and published the results 
of the operation to date. (Trans. College of 
Physicians 6:353 [Apr. 4] 1883.) Fifty per 
cent of the patients died from the operation. 
The initial shock was severe; the operation had 
cost the sacrifice of a certain number of lives, 
and the conditions of the survivors had often 
been described as pitiable in the extreme. In 
the opinion of Solis-Cohen, ‘‘laryngectomy had 
not tended to the prolongation of life; and the 
prolonged existence of a very few cases seemed 
purchasable only at the sacrifice of the remnant 
of existence of many others’’. It was because 
of the unsuceessful efforts that the operation was 
abandoned for a brief period in this country. 


About the same time, Gluck of Berlin, adopt- 
ing the best ideas of his predecessors, had put 
them in practice and added his own. He sug- 
gested the operation in two stages in order to 
overcome the hitherto dangerous reactions. In 
the first operation he severed the trachea from 
the larynx and sutured it to the skin, two weeks 
later removing the larynx. Later, he performed 
the operation in one stage, as we know it to- 
day. 

In 1892, following the improved method of 
Gluck, Solis-Cohen removed the larynx of a 
patient and, for the first time in this country, 
attached the severed end of the trachea to the 
skin. The whole procedure, including the anes- 
thetization and dressing, occupied one hour. In- 
deed, a very creditable showing, even in this 
day. The subsequent care given the patient per- 
sonally by Dr. Cohen and his assistants is de- 
serving of great praise. 

In 1895, this patient, Daniel Hickey, was ex- 
hibited at the annual meeting of the British 
Medical Association in London. He was in per- 
fect health, entirely comfortable, breathing free- 
ly through a tracheal opening in the neck with- 
out a tube, and the first in this country to have 
acquired a pharyngeal voice, plainly audible at 
a considerable distance. 


The next decade was to witness what is, per- 
haps, up to the present day the greatest advent 
in the surgical treatment of laryngeal cancer. 
With a clearer understanding of the surgical 
indications, improvement in technique and bet- 
ter postoperative care, the results of operation, 
both in this country and abroad, showed a most 
striking improvement. 

Topia of Madrid reports 106 laryngectomies 
with no fatalities, but unfortunately in these 
there were thirty-two recurrences. F. O. Lewis, 
Tucker, Mackenty and others in the country 
were able to make a comparable showing. The 


latter in 130 laryngeal operations as follows: 
twenty-two thyrotomy, six hemilaryngectomy 
and 102 total laryngectomy with no operative 
mortality following thyrotomy or hemilaryn- 
gectomy. Two died, one from septic bronchial 
pneumonia, and the others from general sepsis; 
both had diabetes. 


F. O. Lewis reports that out of 156 opera- 
tions, forty-nine patients are alive and well over 
five years; seventeen extrinsic, thirty-two in- 
trinsic. 


Thomson, St. C. has obtained seventy-six per 
cent of lasting cures in intrinsic cancer and in 
his opinion, when operated on early, following 
his procedure, results can be secured which ¢an- 
not be surpassed in the treatment of cancer in 
any other internal region of the body. 


The credit is due largely to the zeal and un- 
tiring efforts of such men as Gluck, Soerensen, 
Schmiegelow, Moure, Topia, Semon, Thomson 
and others in Europe. In our own country, the 
early efforts of Solis-Cohen and Mackenzie of 
Baltimore deserve high praise. In more recent 
times, the contributions of Jackson, Fielding 
Lewis, H. B. Orton, J. E. Mackenty and many 
others have placed laryngeal surgery on par 
with surgery in any other part of the body. 


OTHER METHODS 


Radium—tThe early use of radium in laryngeal 
cancer not only produced indifferent results 
but in many cases, increased the sufferings of 
the already miserable patient. Until about 1910, 
the belief was prevalent that ‘‘radium did no 
good’’; (Sir W. Douglas Harmer) ‘‘that radium 
killed more people than it relieved’’. Because 
of these opinions, the early workers in the field 
of radiotherapy met with scant encouragement. 

In the past decade a considerable amount of 
work has been done in radiotherapy throughout 
the world, so much so that the early opposition 
to radiotherapy has been replaced by enthusi- 
astic acceptance of radium as a valuable thera- 
peutic agent. Professor Forssell (1931) at the 
third International Congress of Radiology 
stated that in the history of cancer surgical 
treatment was the achievement of the last cen- 
tury, and the formation of radiotherapeutic 
centers can be considered as the great contribu- 
tion of our generation to the social struggle 
against cancer. 

Dominici and later Finzi were the earlier 
pioneers of radiotherapy in England and were 
the first to suggest interstitial radiation. 

Strangeways (1920-1922) studied the effects 
of radiation on living cells and made observa- 
tions on the character and behavior of normal 
tissue cultures preparatory to a study of the 
effects of x-rays on cells growing in vitro. 

Canti and Donaldson (1923) investigated the 
histological changes produced by radium in eases 
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of carcinoma of the cervix uteri. After radia- 
tion, sections were taken at frequent intervals 
and studied microscopically, the results confirm- 
ing the earlier findings of Lacassagne and Monod 
(1922) that immediately after irradiation there 
was no longer any mitosis present. It was 
found, however, that mitosis returned on the 
second day, but that it was strikingly abnor- 
mal. Thus, it was realized that further knowl- 
edge of the biological action of radium was es- 
sential in treatment of cancer if success is to be 
attained. Later considerable experimental work 
was carried out jointly by these same investi- 
gators (Strangeways, Canti and Donaldson) 
which produced valuable information regarding 
the biological action of both radium and x-rays 
on tissue cultures. 


Both in this country and abroad, there are a 
number of radium centers or institutions admir- 
ably suited for carrying out radiotherapy. In 
England until 1932, there were nineteen such 
centers, all supervised by competent men. Sir 
W. Douglas Harmer (London) is perhaps the 
best known for his work in radiotherapy in the 
field of laryngology. In Paris, the Radium In- 
stitute is in charge of Regaud. In Stockholm, 
the Radium Hemmet under Forssell and Berven 
have published good results with the use of ra- 
dium ; likewise, the Institute of Brussels organ- 
ized by Bayet and Murdock. In this country, 
the Memorial Hospital in New York, Michael 
Reese Hospital in Chicago and our own hos- 
pital, the Collis P. Huntington, are institutions 
similar to those abroad. 


Harmer states that, with cancers strictly lo- 
calized to the vocal cords (early cases), he has 
had a high percentage of good results. Recur- 
rences have occurred only at the anterior com- 
missure or below the cord. In advanced cases 
with fixed vocal cords and subglottic extensions, 
the results have been bad. He believes this is 
due to faulty technique, namely, failure to 
cover the growth and thereby failure uniform- 
ly to radiate all parts of the tumor. He sug- 
gests the fenestration of the thyroid cartilage 
(Ledoux’s method) and introduction of plati- 
num needles containing radium. In his opin- 
ion, small doses over a long period of time pro- 
duced better results than large doses for a short 
time. Platinum needles of 0.6 or 0.8 mm. even 
1 mm. in thickness are used. He also favors the 
use of x-ray first if the disease is extensive, 
1/3 of the erythema dose over a period of a 
week, followed immediately by insertion of ra- 
dium. 


Cutler, following the biological radium ex- 
perimentation of Strangeways, Canti, Spear and 
their coworkers, believes that the hitherto con- 
sidered radioresistant squamous-cell carcinoma 
ean be successfully treated by protracting the 
time during which radiation is administered, es- 


sentially applying the principles used in x-ray 
therapy by Coutard. 


Roentgen Therapy 


By far the best results obtained with radio- 
therapy are reported by Coutard. He has modi- 
fied his former technique so that the reactions 
he previously obtained are not so severe and 
the accidents which occurred in the earlier pe- 
riods have been appreciably reduced. The re- 
sult of treatment by his method in seventy-seven 
cases of cancer of the larynx is here cited. 


Cases Treated Survival 
from After Five After Seven 
1920 to 1926 Years Years 
TT 22 (28%) 21 (27%) 


He believes that Roentgen therapy of cancer 
of the larynx is relatively easy and yields good 
results in early cases before there is invasion of 
the cartilages and when the growth has only 
slightly immobilized the muscles. The cutaneous 
dose necessary for the healing of these cancers 
is comparatively small, on an average a total 
of 6000 r. (on the skin) with fields of 50 sq. 
em. delivered in a period of fifteen to twenty 
days. Roentgen treatment of radioresistant can- 
cers of the larynx, which have immobilized the 
hemi-larynx, infiltrated the muscles and invaded 
the cartilage, is generally difficult. In spite of 
heavy doses, these cases are rarely cured and 
untoward complications may oceur. Doses of 
7000 to 8000 r., or more, are required and con- 
stitute the maximum tolerated by the tissues. 

In order to avoid osteochondro-necrosis fol- 
lowing roentgen therapy, he practices resection 
of the thyroid and cricoid cartilage on the 
side of the lesion, especially when they are 
frankly ossified. He further believes that this 
operation is indispensable when the growth has 
invaded the cartilages, is deeply infected and 
only slightly radiosensitive. Previously, resec- 
tion of the angle of the mandible was practiced 
for the same purpose, but this has now been 
abandoned as the Roentgen treatment has been 
modified to avoid osteoradionecrosis. 

Three principal types of epithelial radioreac- 
tion are described by Coutard as guides dur- 
ing the x-ray therapy and are as follows: (1) 
The cutaneous ‘‘radioepidermitis of Regaud 
and Nogier (1913) (2) the ‘‘radioepithelitis’’ 
of Coutard and (3) the ‘‘radioepithelitis’’ of 
the columnar epithelial cells. Radioepithelitis 
of the stratified cells generally appears about 
the thirteenth to fourteenth day after the be- 
ginning of irradiation. This is the earliest 
epithelial radioreaction of this region. Lower in 
the larynx, at the level of the vocal cords where 
the stratified epithelium resembles that of the 
skin, radioepithelitis appears at about the twen- 
ty-seventh or twenty-eighth day, at the same 
time as the cutaneous radioepidermitis. At the 
level of the ventricular bands and below the 
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glottis on the mucosa covering the tracheal 
rings, the epithelium is cylindrical or columnar ; 
the reaction in this region appears at the thirty- 
ninth or fortieth day. 

If irradiation is more intense, the reactions 
appear earlier, on the tenth and the twenty- 
fourth day respectively for the first two; some- 
times the third reaction appears a very few 
days after the second. 

Since it has been learned that radioresist- 
ance of cancers is the result of excessive daily 
doses with too high intensity rather than the 
irradiation having been spread over too long a 
time, the duration of treatment was prolonged. 

From 1927 to 1933 Coutard and his collab- 
orator, F. Baclesse, extended the duration of 
treatment of certain neoplasms from thirty to 
ninety days by means of weak daily doses (in 
the order 175, 250 r. per day) distributed in 
two seances without varying the other factors 
particularly the size of the fields. In this way, 
they were able to bring about disappearance of 
growths which up to then were considered radio- 
resistant. 

In conclusion, we may summarize Coutard’s 
results as follow: 

(1) Cure of cancer by x-rays is still difficult. 
(2) Cure of cancer by x-rays is still dangerous. 
(3) A very small margin exists between the 
dose which will determine a cure and the dose 
which will provoke an injury. 

(4) The daily examination of the patients is 
necessary; modification of normal tissues and 
of the general condition by x-ray treatment 
sometimes appears so quickly that it is often 
necessary to diminish the daily dose or the size 
of the fields in the course of treatment. 


He further concludes that there exists no 
fixed method of treatment, but a simple clinical 
treatment for each individual patient and for 
the special type of tumor. 

At the present time, there is a lack of agree- 
ment as to what is the best method of treat- 
ment for cancer of the larynx, because not only 
the size and location, but the grade of tumor 
must be considered. Laryngologists with ex- 
tensive experience in this field of surgery still 
prefer surgical removal with or without post- 
radiation. If it can be shown that radium or 
x-rays alone or combined can produce as high 
a percentage of permanent cures as_ sur- 
gery, it will be a safer method of treat- 
ment and will be welcomed by the surgeon and 
be a blessing to the patient. 


Etiology—tThe origin of cancer is still unknown. 
However, experimental research, notably the 
work of Rous, Borrel, Murphy, Gye and Ber- 
nard, has thrown light on the question of wheth- 
er there is an external agent concerned in its 
production. Sir Charles A. Ballance in an ad- 
dress to the American College of Surgeons at 
Boston, October 11, 1928, speaking on the na- 


ture of cancer, summarized our present state of 
knowledge in the following words: ‘‘The effi- 
cient cause lies beyond the irritation or injury 
which are but the partial causes of the disease. 
The injury prepares a nutrient soil favorable 
for the growth of the effective agent of malig- 
nant disease.’’ 


Predisposing Causes—Overuse of the voice, he- 
redity, irritant inhalations, excessive use of to- 
bacco and alcohol have been cited as etiological 
factors. 


Use of Tobacco—In the present series of cases, 
there were ninety-one patients who smoked, 
forty-one smoked and chewed, four chewed 
only, six stated they did not use tobacco in any 
form and in fifty-eight, this fact is not recorded. 
The ratio of incidence of cancer of the larynx 
in tobacco users and nonusers of tobacco is such 
that we cannot draw definite conclusions on this 
as an etiological factor. Repeated injury and 
long-continued irritation and inflammation are 
potential factors of cancer. We recognize leu- 
koplakia as a definite precancerous lesion. There 
is a pathological slide in my possession showing 
the transition from leukoplakia to carcinoma. 


Vocal Abuse—This is frequently cited but is 
difficult of proof, because of the incompleteness 
of the records. Most laryngologists are famil- 
iar with the patient who by overuse or incor- 
rect use of the larynx, especially singing in 
the open air beyond one’s tonal reach, presents 
himself with the history of having suddenly lost 
his voice. Upon examination one finds red- 
streaked vocal cords: hemorrhage of the cord 
from abuse. The practice persisted in may 
lead to hypertrophic laryngitis. Jackson states 
that out of 582 cases of proved cancer of the 
larynx in his experience there had been un- 
doubted vocal abuse in 376 (64.6 per cent). Of 
the 376, approximately one half 187 (49 per 
cent) were professional or vocational voice 
users. These included not only speakers, teach- 
ers, singers, hucksters, streethawkers, salesper- 
sons, foremen, drill-masters, ete., but also. 
mechanics and factory employees required to. 
talk loudly in noisy, dusty places, and persons. 
employed in many other vocations ordinarily 
little suspected of requiring excessive use of the 
voice. The balance 189 (50.2 per cent) used 
their voices for continuous conversation. 

When talking every person is for a time 
mouth-breathing and mouth-breathing is a well- 
recognized cause of chronic laryngitis. The 
assertion by certain authorities that although 
vocal abuse cannot be said to be the cause of 
cancer it is, nevertheless, one of the common- 
est causes of chronic laryngitis, keratoses, papil- 
lomata and granulomata: and that these condi- 
tions when perpetuated by vocal abuse and 
other causes can be suitable soil for the devel- 
opment of cancer. The common observation of 
vocal abuse is probably best demonstrated by the 
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hematoma of the vocal cord resulting from im- 
proper use of the voice, and the therapeutic 
effect of absolute silence in certain forms of 


laryngitis. 


Malignant Transformation—In this series there 
were a number of patients in whom cancer de- 
veloped in an original benign neoplasm. There 
were eleven cases of papilloma which later de- 
veloped carcinoma, in seven of which the tran- 
sition was proved by biopsy; two had laryngeal 
polyp with subsequent malignant degeneration ; 
one developed carcinoma in a scar following an 
operation for branchial cleft. Alfred Denk re- 
ports a case of carcinoma developing in scar 
tissue following an attempted suicide twenty 
years earlier. There was a marked infiltration 
of the interior of the larynx which required a 
tracheotomy and later a laryngectomy was per- 
formed. In four patients of this series (Nos. 
20, 47, 70 and 160) there is clinical evidence 
that the disease was probably the result of ex- 
tension of branchial cleft carcinoma to the 
larynx. Crile and Kearns report a direct ex- 
tension of a branchial carcinoma to the pyri- 
form sinus of the larynx proved by necropsy. 
There was one case (151) of thyroglossal duct 
caneer with extension of the larynx. 


Semon, in a collective study of 10,747 cases 
of benign tumors of the larynx, found a malig- 
nant transformation in forty-five cases. Of 
2531 benign growths of the larynx in which no 
operation -was performed, malignant degenera- 
tion occurred in twelve, whereas in 8216 intra- 
laryngeal operated cases it occurred thirty-three 
times. The inference to be drawn from this 
study is that intralaryngeal operations on be- 
nign tumors do not influence the development 
of malignaney. Hinsberg cites a case of trans- 
formation of benign tumor of the larynx into 
a malignant growth. This was the case of a 
man of seventy-three who had a ‘‘walnut”’ sized 
tumor removed which upon histologic examina- 
tion was benign. The patient remained well for 
some time (sixteen months) when another speci- 
men removed from the original site showed car- 
cinoma. 


The transformation of a benign, papillomat- 
ous growth into a malignant process is explained 
by Ewing in four possible ways: 


1. The original disease is a simple papilloma 
which really changes its clinical character 
and develops infiltrative growth. 


. The original disease is carcinoma, but the 
examination is from tissues which are inade- 
quate as specimens. 


. An original papilloma is removed, but the 
disease occurs elsewhere as a carcinoma. 


. An original papilloma is imperfectly re- 
moved and the remnant is stimulated to a 
typical cancerous growth. 


TABLE 1 
INCIDENCE OF LARYNGEAL CANCERS BY YEARS 


Male Combined 


16 
10 
17 
23 
26 
13 

9 

6 

8 
10 

8 
12 
17 
15 
12 


202 


Year 


1919 
1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 
1931 
1932 
1933 


Female 


bo 
| 


182 


Age—Age is an important factor in the inci- 
dence of the disease as shown by the following 
table: 


TABLE 2 
AGES AND SEx 
Age of Onset by Decades 


Ages Years Males 


20-30 0 
31-40 9 
41-50 34 
51-60 72 
61-70 47 
71-80 15 
81-90 2 
Age not stated 3 


182 


Females 


bo 
| CORO WR OF 


The greatest number occurred between fifty 
and sixty, seventy-one or 34.6 per cent. The 
next in frequency is between sixty and seventy, 
with fifty-six or 26.8 per cent. The two oldest 
cases in our series were eighty-two and eighty- 
six respectively, both males. Our youngest case 
was a woman (20354) of twenty years of age of 
proved cancer, case No. 24. The oldest female 
was seventy-five (163). The youngest male was 
thirty-four, the oldest was eighty-six. In study- 
ing the age table, one must bear in mind that 
there are fewer people living past the age of 
sixty and there is, therefore, a drop in the in- 
cidence of cancer after this period. 


Sex—There were 182 males and twenty females. 

The table shows that the condition is not very 
rare between thirty and forty, and is less fre- 
quent in the aged. McBride records the ease of 
a girl, aged twenty-four, with postcricoid in- 
volvement. Lilly reports a similar case in a 
young woman, aged twenty-two. F. H. Figi 
and Gordon New report a ease of intrinsic can- 
cer in a youth of fifteen and in a woman of 
twenty-four. Garil treated a girl of eighteen 
for caneer of the larynx and Chiari had a case 
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of epithelioma of the vocal cord in a girl of 
sixteen. Our figures agree with those of other 
clinics which show the greatest number of cases 
in the fifth decade of life. 


Nationality—It is of interest to note that all the 
laryngeal carcinomas were in white people, 
there being no Negroes or Chinese among them. 
That may be because there are very few Ne- 
groes or Chinese that come to our clinic for any 
condition. Practically one half of ninety-nine 
eases were in American white, there being twen- 
ty-five Canadian French and the remainder 
Europeans. 


Occupations—The occupations of the patients 
cited in our series comprised all industries and 
professions. 


SIGNS AND SYMPTOMS 


Duration—In forty-five cases the duration of 
the symptoms before the first visit was less 
than six months; in forty-six cases from six 
months to one year; in thirty-four cases, one 
to two years elapsed before the first visit; in 
sixteen, two to three years; in five cases, three 
to four years, in three cases, four to five years. 
In one ease, the duration was six or seven years. 
This was in a male sixty-five years of age with 
a growth on the right vocal cord which began 
as a papilloma and later became malignant by 
transformation. The shortest duration was 
that of a man sixty-five who complained of a 
sore throat for one month before admission. The 
longest duration was in a man fifty-seven years 
of age who was hoarse ten years. 


TABLE 3 


DURATION OF SYMPTOMS BEFORE ADMISSION 


Less than 6 months 
to 1 year 
1-2 years 34 
zs. * 16 
5 
3 
1 
10 1 
Not stated 50 


202 


45 
47 


Where there is a history of three years’ dura- 
tion or more before admission to the hospital a 
number of explanations are possible. A lesion 
starting on the cord, particularly at its anterior 
edge, may remain more or less dormant for a 
long time before invading the surrounding 


structures. This may be explained by a very 
meagre lymphatic supply; by the anatomico-his- 
tological structure of that part of the larynx; 
low grade malignancy; and long presence of a 
papillomatous growth undergoing transforma- 
tion. Frequent instances of this have been shown 
by Jackson, Thomson, Semon and others. 


Symptoms—The symptoms will vary with the 
site of the lesion and will depend largely upon 
how much the normal function of the larynx 
is impaired. A growth situated on the edge 
of the cord near the anterior commissure will 
cause more hoarseness, because it prevents com- 
plete closure of the glottis, than a larger growth 
on the cord in the region of the posterior com- 
missure where the closure of the glottis is not 
so much affected. There may, therefore, in 
early stages be no symptoms or mere fatigue 
of voice or transitory hoarseness. As the growth 
progresses and invades the glottis the hoarse- 
ness becomes more pronounced. This may go on 
for months or even years, as some of our cases 
have, and the patient or perhaps his medical 
attendant, regards it as ‘‘cold’’. With the ad- 
vance of time the voice becomes altered, and 
the breathing is impaired, especially on exer- 
tion, and the voice may be reduced to a coarse 
whisper, finally leading to aphonia. 

The mild symptoms very often complained of 
by the patient bear a disproportionate relation- 
ship to the size of the lesion and the serious- 
ness of the condition. A man aged sixty-seven 
(case No. 8) complained of a tickling sensation 
in the throat with no other discomfort. Ex- 
amination showed an extensive lesion involv- 
ing the arytenoids and postericoid regions. The 
patient died a month after his first visit to the 
hospital. With the exception of urgent dyspnea, 
in advanced cases of intrinsic carcinoma, and 
dysphagia in the extensive extrinsic cases where 
there is involvement of the esophagus, the symp- 
toms are not very alarming, nor is pain very 
severe. This is especially so in the early stages. 
Many patients are able to continue their usual 
occupations and some have even been accepted 
as good risks for life insurance, the examining 
physician not being aware that cancer is pres- 
ent. 

Only the patients’ chief complaint is recorded 
in this study. Generally speaking, the intrinsic 
type is characterized by a varying degree of 
hoarseness in the early stages. As time pro- 
gresses, the hoarseness is increased and normal 
respiration is interfered with, often leading to 
aphonia and dyspnea. Pain is usually not a 
factor in this type of lesion. 

In the extrinsic type, the symptoms vary 
greatly with the site of the lesion and its ex- 
tent. There is at first some vague discomfort 
in the throat such as feeling a lump or per- 
haps some slight difficulty in swallowing. As 
time goes on, these symptoms increase in se- 
verity. Pain is at times quite common in this 
type and is very often referred to the ear. 


SYMPTOMS 


Enlargement of the Cervical Glands as the First 
Symptom 


In twenty-two patients, the sole complaint 


was a swollen neck with no other discomfort. 


D 
| le 
ot 
st 
0! 
ti 
tc 
m 
fi 
a 
| Se 
| 
le 
0 
t! 
il 
C 
| V 
| 


VOL. 213 CANCER OF THE 


NO. 28 


LARYNX—GARFIN 


Hoarseness was a predominant complaint in 
100 eases, in forty-seven patients, the chief com- 
plaint was sore throat of varying degree. 
Dysphagia was present in nineteen cases. Swol- 
len neck or enlarged cervical glands with no 
other complaint was recorded in twenty-two in- 
stances. Loss of voice was the only discomfort 
complained of in four cases. Two complained 
of feeling a lump in the throat. One had a 
tickling sensation in the throat. Four had 
dyspnea. Thus, it may be seen that the symp- 
toms depend largely on the location of the tu- 
mor and the extent it interferes with normal 
function. Generally speaking, in the middle- 
aged and elderly people, any kind of abnormal 
sensation persistently felt in some part of the 
throat should be regarded seriously. 


TABLE 4 
CHIEF COMPLAINTS 
Female 


Hoarseness 

Sore throat 

Swollen neck 

Dysphagia 

Dyspnea 

Loss of voice 

Lump in throat 

Tickling sensation in throat 
Not stated 


bo 
| 


Site of the Lesion—As recently as 1880, Stoerk, 
professor of laryngology in Vienna, remarked 
that carcinoma is rarely found limited to the 
larynx, but most frequently arises in the mu- 
cous folds between the epiglottis and the tongue, 
or between the epiglottis and the esophagus and 
then spreads to the larynx. Our present con- 
ception is that it is primary in the larynx and 
may extend by contiguity from the pharynx to 
involve the larynx, the so-called laryngopharynx 
type of extrinsic cancer. Among the male pa- 


TABLE 5 
INTRINSIC 


Male Female 


Vocal band (2 L. & 3 Rt.) 
“cords, bilateral 
“rt. with sub- 
glottic ext. 
left, with inv. 
of band 
Cords, site not stated 


1 
2 


0 — 63 cords 


Ventricles 
Ventricle, rt. 
Subglottic 
Interior of larynx 


0 
1 
1 
0 
0 
0 
5 


— 81 Intrinsic 


Epiglottis 
Arytenoids 
Rt. Arytenoid 
Left 


aon 


sinus, right 
“side 
Ary. epigi. fold, left 
side 
Postcricoid 
Right side of larynx 
Left 
Pharynx 


bo 


Total Extrinsic 
Site not stated 


87 
19 


182 


tients, eighty-one were of the intrinsic type and 
eighty-seven were extrinsic. In nineteen males 
the site was not stated. In the females, four- 
teen were of the extrinsic variety, five intrinsic 
and in one case the exact location is not stated. 
The location of the lesion as found upon ad- 
mission to the hospital is shown in the follow- 
ing table. In a number of instances the exact 
site of the lesion is not stated in the record. 

The above table shows that the site of original 
lesion is extremely variable, although certain 
parts of the larynx are particularly vulnerable 
to the disease. Out of seventy-six intrinsic cases 
the cords were the site in sixty-three patients. 
The postericoid type is especially noticeable in 
the female patients. 

Contrary to the statistical reports published 
by many laryngologists our records show a pre- 
dominance of the extrinsic type over the in- 
trinsic, as shown in table 5. This may be ex- 
plained by the fact that most of the intrinsic 
operable type were treated at other surgical hos- 
pitals and the more advanced extrinsic or mixed 
type were referred to us. Another explanation 
is that probably a great number of the extrinsic 
group began as intrinsic and by extension be- 
came extrinsic or a mixed type. 


Cords—It is of interest to note the frequency 
of cordal cancer in the intrinsic type. Out 
of a total of eighty-one intrinsic eases, the cords 
were involved in sixty-three instances. Schmiege- 
low noted the greater frequency of cordal in- 
volvement in intralaryngeal cancer, his series 
showing thirty-six instances in forty-eight eases. 
In the females, of the five intrinsic cases, four 
involved the cords: the ventricles were involved 
onee, and the site of the lesion was above the 
cords once. 


Subglottic Type—Comparatively speaking this 
site is less frequently encountered, being pres- 
ent in nine eases. In two patients there was 
subglottic extension from the lesion on the right 
cord. In one instance there was involvement of 
the ventrical band from extension of the neo- 


plasm on the left cord. In cases where the cord 
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is the site of the neoplasm with simultaneous 
subglottic involvement it is difficult to be cer- 
tain of the origin of the tumor. It was pointed 
out by Butlin (quoted by St. C. Thomson), that 
in a subglottic type of lesion if the motility of 
the cord is impaired, although no growth is seen 
on the cord, it is nevertheless involved and a 
fissure operation does not cure the patient. This 
has been our observation in several instances. 
This type of lesion was not encountered in our 
female patients. 


FIG. I. Picture of larynx (Chaney). This shows a typical 
subglottic type tumor, Case No. 178, described in detail be- 
low. 


CasE 178 (Admitted March 28, 1932) 


Male, aged fifty-six. Hoarseness of one and one- 
half years’ duration. 


Examination: Ulcerated mass on the left side of 
the larynx situated subglottically. Fixation of the 
left cord. There is marked induration of the entire 
left half of the larynx and beginning edema of the 
arytenoid on that side. The right half of the larynx 
shows some edema with questionable edema of the 
right ventricle. Breathing space fairly ample. 
Glands in the neck not felt. 

Diagnosis: Intrinsic carcinoma of the subglottic 
type. Pathologist reports Epidermoid Cancer Gr. II. 
March 30, 1932—Laryngectomy: One-stage resec- 
tion of larynx from below upward. The patient 
made an uneventful recovery. Two weeks later a 
suspicious, small area on the left side was discov- 
ered. Biopsy showed malignancy. The lesion was 
at the level of the fourth tracheal ring and four 
gold seeds 1.1 mc. were inserted. The patient died 
September 15, 1932 from metastases and secondary 
infection. 


This illustrates a typical case of subglottic 


cancer. The one and one-half years’ duration 
before the patient presented himself for treat- 
ment gave ample time for metastases so that at 
the time of operation metastases was already 
present, but could not be seen or felt. The 
prognosis in the type (subglottic) is not very 
favorable especially if more than six months 
have elapsed since the onset of the lesion. In 
this type of cancer there is early invasion in the 
deep nodes about the larynx and trachea. The 


subericoid and peritracheal, as well as the in- 
accessible posterior groups along the recurrent 
nerves and those nodes behind the esophagus 
are also frequently involved. The metastases 
may be present but cannot be seen or felt. This 
was particularly so in this case as the subse- 
quent clinical course of this patient showed. 


Extrinsic Form—The epiglottis was involved in 
twenty-five cases in males; two in females. It 
is a striking observation to note the relative 
infrequency of the postericoid type of lesion in 
the male as compared with the female. Out of a 
total eighty-seven extrinsic cases in the male 
only seven were recorded as postericoid, where- 
as out of fourteen extrinsic cases in females 
seven or fifty per cent of the lesion was post- 
ericoid. Involvement of the esophagus was 
present in this three times in the females, twice 
in the males. Both arytenoids were noted as 
the site of the lesion in ten patients, on the 
right alone five, on the left alone four, in males. 
In females, both arytenoids were involved also 
and once the right alone. In males, the pyri- 
form sinus was involved nine times; three on 
the right, three on the left and in three, side was 
not stated. In the females, it was noted in two 
patients. The pharynx was the site of the lesion 
twice in males and once in females. 


Diagnosis—It is not always possible to make 
an early diagnosis and the following are some 
of the reasons for this: 


1. The remote location of the tumor. 


2. The symptoms may be slight, especially in 
the early stages of the intrinsic type. 


3. Rapidity of the growth which may be very 
marked in some instances. 


Early necrosis and metastases, especially in 
the extrinsic variety. 


. Early and rapid invasion of surrounding 
cartilages. 


The early diagnosis of cancer of the larynx, 
especially in the intrinsic type, is of the great- 
est importance. Contrary to the opinion held 
by many physicians, the prognosis in this type 
is good when diagnosed early and treated 
promptly. Unfortunately our records show that 
patients do not present themselves for treat- 
ment until the disease has become so extensive 
that operation is out of the question, and the 
best that can be expected is palliative relief. 
There are several explanations for the late ap- 
pearance of the patient, especially the hospital 
type case: (1) The symptoms at the onset 
such as slight hoarseness or mild discomfort 
are not taken seriously by the patient. (2) The 
apparent well-being of the patient in spite of 
a very serious condition in the larynx. 

In the early stages the diagnosis is not always 
easy, and mistakes have been made by very 
competent laryngologists. The first laryngec- 
tomy performed by Billroth (1873) for cancer 
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presumably of the larynx upon examination 
proved to be a tubercular larynx. Semon*? 
states, ‘‘Out of thirty-three patients on whom 
thyrotomy was performed presumably for in- 
irinsie malignant growths, in eight the diagno- 
sis was either found to have been at fault or 
remained doubtful.’’ 


We endeavor to do a biopsy in every case 
except in those patients in whom the disease 


thas progressed to such an extent that the phys- 


ical condition contraindicates even this minor 
procedure. 

Differential Diagnosis—In the differential diag- 
nosis of laryngeal cancer, one must consider 
chronie laryngitis, syphilis, tuberculosis, pachy- 
dermia, perichondritis, angiomas, laryngeal 
polyps and benign growths. Of course, in the 
advanced cases, diagnosis is not so difficult, 
but even here one must constantly keep the other 
two members of the triad, syphilis and tuber- 
culosis, in mind. 

Tuberculosis—The tubercle shows a_predilec- 
tion for the posterior part of the larynx espe- 
cially the posterior interarytenoid commissure 
and depending upon the stage of the disease, 
there may be either infiltration, proliferation 
or ulceration. Primarily, tuberculosis is an ul- 
cerative process and does not have the same 
tendeney to proliferate as cancer. Tubercu- 
losis is usually ingrafted upon an anemic base 
and the rest of the larynx may show evidence 
of anemia. At any rate, this is a most common 
mistake that one is likely to make. It is more 
probable to mistake tuberculosis for cancer than 
vice versa. Also, it is practically always sec- 
ondary to pulmonary tuberculosis. An exam- 
ination of the chest will help to rule this out. 
One must always bear in mind that tubereu- 
losis and carcinoma may coexist in the same 
larynx. 

Syphilis—Syphilis is usually more widely dis- 
seminated in the larynx. The larynx is marked- 
ly eongested. In ecounterdistinction to tuber- 
culosis, there is an absence of pallor. Usually 
there is early fixation of the cords, and it oc- 
casionally leads to dyspnea. The diagnosis is 
greatly aided by the history of infection and 
serological examination. 

Fixation—Especially in the intrinsic type of 
cancer, early fixation of the cord on the affected 
side denotes a considerable progression of the 
lesion. This is particularly so in the subglottic 
type, and this fixation must be differentiated 
from a fixation that may be caused by an ar- 
thritis of the erico-arytenoid articulation. A 
slight limitation of movement is highly sig- 
nificant. This particularly brings to mind a 
recent case of a patient who had a fixation of 
a cord which was pronounced to be an arthritis 
of the crico-arytenoid articulation, but subse- 
quently proved to be a fixation due to a malig- 
nant infiltration. Experience, therefore, teaches 
that a limited movement of the cord in a pa- 


tient over forty which cannot be definitely ex- 
plained should be looked upon as malignant 
until proved otherwise. Too, palsy of the vocal 
cord due to lesions of the central nervous sys- 
tem must also be ruled out. From this it must 
not be construed that in every case of cancer 
there is fixation and just because there is no fixa- 
tion one should not rule out malignaney. Be- 
cause when fixation has occurred, it means there 
is deep extension of the growth or there is infil- 
tration at the arytenoid articulation. Limitation 
or impaired motion may also be caused by a neo- 
plasm originating in the subglottic region where 
the growth is very often not seen above the 
cords. Should there be the slightest doubt, a 
biopsy should be resorted to. A specimen should 
be obtained from the most prominent part of 
the growth and one must be sure that it in- 
cludes a portion of the neoplasm. 


Pathology—Most of the cases were of the 
squamous or epidermoid variety of carcinoma. 
Case No. 56 was of the basal cell type, Cases 
Nos. 37, 90 and 136 were of papillary earci- 
noma. Case No. 77 was reported as fibroma 
but, clinically, it followed a typical course of 
carcinoma with metastases and subsequently, 
reéxamination showed Grade II cancer arising 
in a papilloma. Cases Nos. 79 and 124 were 
reported polypoid tissue, but both were carci- 
noma, clinically, and pursued a typical course 
of laryngeal cancer. In eleven patients there 
is histopathological and clinical evidence that 
the disease began as a benign papilloma and 
subsequently transformation to carcinoma oc- 
eurred. The transition period was very varia- 
ble, three months in one case and ten years in 
another. Case No. 78 was that of a male, aged 
fifty-seven, who complained of hoarseness of 
ten years’ duration. At the onset the growth 
removed from his vocal cords was reported 
papilloma. Ten years later he presented him- 
self at our hospital where biopsy showed squa- 
mous-cell carcinoma. Case 55, very similar to 
the above, with a history of six or seven years’ 
duration as papilloma, at the end of seven years 
a specimen removed showed carcinoma. Two 
patients, cases Nos. 94 and 165, had gone two 
years as papilloma. The remaining six cases 
of papilloma had an interval of from five to ten 
months before transformation took place. It 
is of interest to note that all the patients in 
this group were males. In three patients, cases 
Nos. 67, 70 and 160, the laryngeal cancer was 
probably of bronchiogenetie origin. One ease, 
No. 151, began as carcinoma of the thyroglossal 
duct and invaded the larynx secondarily through 
the erico-thyroid membrane. 


Grades—Broders’ grading of potential malig- 
nancy, modified by Gates and Warren, has been 
employed in our hospital since 1928, and since 
then thirty-eight cases have been so classified. 


There were as follows: Grade I, 13; Grade IT, 
19 and Grade III, 6. 
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TREATMENT 


Intrinsic cancer of the larynx, although insidi- 
ous in its onset, has the favorable characteristic 
of remaining localized for a long time, before 
spreading to the neighboring lymphatics. Just 
how long it may remain localized, one cannot 
say with any degree of certainty, but in some 
probably as long as two or three years. Fur- 
thermore, the greater number of these tumors 
are of low grade, Grades I and II. Therefore, 
if the patient can be seen early, and if he will 
consent to have an adequate operation per- 
formed, his chances of a permanent cure are 
very good. In this series, unfortunately, there 
were only nineteen cases considered at all fa- 
vorable for operation and two submitted to op- 
eration. 

The treatment carried out in this series was 
as follows: 


Total laryngectomy 

Laryngofissures or hemilaryngectomy 
Partial operation with radium 
Radium alone 

X-ray 

Radium with x-ray 

Resection 


of glands with irradiation 
only 

Partial operation 

Tracheotomy alone 

No treatment 

Seeds to glands 

Branchial cleft Op. with Ra. to neck 
Treated elsewhere—no data 


Laryngectomy—There were seven patients who 
had total laryngectomy operations, one of these 
(ease No. 175) although first seen at our hos- 
pital, was operated on elsewhere. Three are 
living and well, one approximately four years 
and the other two, three years each and four 
are dead. Of those dead, one survived three 
months, one five months, one four years and one 
four years and ten months. 


The following is a brief detailed description 
of the patients who had a laryngectomy and no 
longer living. 


(1.) Case 136 was a male patient, aged fifty- 
one, who had a bilateral involvement of the vo- 
eal cords in a papillary carcinoma. This is a 
very malignant form of neoplasm. His chief 
complaint was hoarseness of eight months’ dura- 
tion. A total laryngectomy was performed, fol- 
lowed by an external radium pack of 550 me. 
hrs. The patient survived three months and 
died of pneumonia without any evidence of lo- 
eal recurrence. (2.) Case 141 was a man, aged 
fifty-four, with a tumor mass involving the right 
vocal band and cord with marked fixation. Al- 
though this patient was hoarse only five weeks 
prior to admission, there was a history of in- 
termittent hoarseness over a period of years. 
The pathologist’s report was Gr. I cancer. A 
laryngectomy was performed and two years la- 


ter a small gland in the neck appeared which 
was removed followed by x-ray treatment. He 
survived four years and ten months following 
the laryngectomy and died of pulmonary hemor- 
rhage. (3.) Case 175 was a male, aged forty- 
seven, who had a tumor of the left vocal cord 
of six months’ duration. Biopsy report was 
Gr. I cancer. A laryngectomy was performed 
elsewhere. This patient survived four years and 
one month and died of cancer of the stomach 
with no evidence of local recurrence. (4.) Case 
178 was of the subglottic type and has already 
been described in detail. 

Of the three surviving patients (1.) ease No. 
172 was a patient, aged forty-five, with involve- 
ment of the vocal cord (Rt.) anterior commis- 
sure and epiglottis. The duration of his symp- 
toms prior to admission was two months. The 
tumor was reported as Grade I from one part 
and Grade II from another section. The pa- 
tient has been alive and well almost four years. 
(2.) Case No. 176a was a patient, aged fifty- 
four, with a tumor on the left vocal cord of ten 
months’ duration. The pathological report was 
epidermoid cancer Grade I. The patient has 
been alive and well approximately three years. 
This patient had diabetes of quite marked de- 
gree at the time of operation and was given 
diabetic treatment before and following the op- 
eration. He also had Roentgen therapy follow- 
ing the operation. (3.) Case No. 187 was a pa- 
tient, aged forty-eight, with a Grade II tumor 
on the left vocal cord and band of two years’ 
duration. In addition to laryngectomy, he also 
had some x-ray therapy following the operation. 
He has been alive and well approximately three 
years. 


All the total laryngectomies were performed 
by the one stage operation. A combination of 
the Gluck and Perier methods were employed, 
resecting the larynx from below upwards. The 
prelaryngeal muscles were resected in two eases. 
There were no operative mortalities in this se- 
ries. 


Laryngofissures or Hemilaryngectomy—In this 
series, there were twelve operations, nine males 
and three females. Of these, four are living 
and well, one over fifteen years, one twelve years 
and one ten years and five years and three 
months without recurrence. Of the eight dead, 
one died four years later of carcinoma of the 
stomach, there being no recurrence of the laryn- 
geal cancer. Another patient, female, the 
youngest in our group, aged twenty, had a hemi- 
laryngectomy with a bilateral window resection 
and died three and one-half years following her 
operation. One case, No. 78, had an operation 
ten years previously, suffered a recurrence and 
then died thirteen and one-half years after the 
original operation. Radium was used in addi- 


tion to the operation in this case. Two sur- 
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vived one year and two months following the 
operation. The remaining two survived ap- 
proximately seven months. There was one op- 
erative death in this series. The patient died 
four days following the operation from pulmo- 
nary abscess. Laryngotomy with removal of 
the right vocal cord and part of the arytenoid 
was carried out in one case. 

In view of our present experience, better re- 
sults by more radical primary removal should 
be obtainable; more complete hemilaryngectomy 
and more frequent total laryngectomy. 


The first patient is case No. 60 (H. H. No. 22- 
1131) a male, aged sixty, admitted to the Hunting- 
ton hospital September 1922 complaining of sore 
throat and hoarseness of nine months’ duration. 
A laryngoscopy was performed and a growth was 
found involving the false and true vocal cords. A 
specimen was removed and three radium seeds, 2-3: 
me. and 1.-1.5 me., were inserted into the growth. 
The report of the biopsy (Path. No. 23-86) was 
early epidermoid carcinoma arising in papilloma. 
Jan. 17, 1923—Laryngoscopy—Considerable mass re- 

moved from region of left true and false cord, 
anterior part, and from the subglottic portion 
of anterior wall of the trachea. Total mass was 
considerably greater than appeared under indi- 


RESULTS FROM OPERATIONS—LARYNGOFISSURES AND LARYNGECTOMIES 


Duration of Life Type of Results 

Following Operation Operation 

151% years Laryngofissure with Ra. L. & W. 

ns Cl Hemilaryngectomy with Ra. Died of recur. 

12 “ “ L. & W. 

10 “ L. & 

54 “ Laryngotomy with removal of cord and part L. & W. 
of arytenoid. 

4 years, 10 months Laryngect. X-ray, removal of gland. Died of Hem. 

4 years Hemilaryngectomy with Ra. Died Ca. of stomach. 

31% years Laryngofissure with bilateral window resect. Died from ext. to esophagus. 
with radium application. 

4 years Laryngectomy. L. & W. 

4 Died Ca. of stomach. 

3 L. & W. 

3 L. & W. 

1 year, 4 months Hemilaryngectomy with Ra. pack. Died of recur. 

1 year, 2 months Hemilaryngectomy with x-ray. Died Ca. uterus. 

7 months Hemilaryngectomy with Ra. pack. Died of recur. 

6 months Hemilaryngectomy. Diath. and Ra. pack. Died of recur. 

5 months Laryngectomy. Died of extension into trachea. 

3 months ™ Died of pneumonia. 

1 week Laryngofissure. Died of pulmonary abscess fol- 


lowing operation. Op. death. 


Partial Operation with Irradiation—There 
were twenty-one patients in this series and for 
various reasons a major operation was not car- 
ried out. In some of these a more radical oper- 
ation was either contraindicated because of the 
location and extent of the lesion, or the patient 
declined operation. The prognosis in many of 
these patients was bad to start with and no 
hope of cure could be expected. Palliative re- 
lief was the most one could expect and this 
was obtained in many cases. 


The procedure was to remove as much of the 
growth as possible, sometimes with the aid of 
diathermy and the implantation of radium seeds 
into the remainder of the growth or the region 
from which the growth was removed. There 
were five patients in this group who survived 
over three years as follows: seven years, nine 
months; six and one-half years; four years, 
three months; and two patients three and one- 
half years. One of these, case 24, had a bilat- 
eral Harmer operation plus seed insertions. The 
first two cases are of interest because of the 
comparatively long duration of survival and 
they are, therefore, described more in detail. 


rect laryngoscopy. Five seed 1.0 mc. each were 
inserted into base of growth at intervals of 
about 5 mm. 


October 22, 1930—Patient died at the Pondville Hos- 
pital. At autopsy, there was a recurrence of 
the tumor in the larynx with regional metas- 
tases. The pathologists’ report (Path. No. 30- 
2693) showed epidermoid cancer Gr. I. 


This patient also had carcinoma of the stom- 
ach, but this was not the same tumor that was 
in the larynx and, therefore, not metastatic 
from the original lesion. 

The patient who survived six and one-half 
years (case No. 55) was also a male, aged sixty- 
five, who had complained of hoarseness of six 
or seven years before coming to the hospital. 
His lesion involved the right vocal cord. The 
biopsy report was carcinoma. This also began 
as a papilloma. <A tracheotomy was performed 
followed by partial removal of the growth and 
radium seed insertion. 

The remaining patients in this group, al- 
though they survived less than three years, nev- 
ertheless, were considerably relieved from their 
suffering. Here too, were patients who very like- 
ly would have fared much better with a more 
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FIG. II. This is a photomicrograph of pathological section, 


Case No. 60, described above. It shows a papilloma with typical 
multiple areas of malignant transformation. 


radical procedure, particularly in the cordal| means of the radium externally or with radium 


type of lesion. 
The following table shows the results of treat- 
ment in this series: 


emanation seeds. 
The results obtained in the past by radium 
treatment alone are not particularly encourag- 


RESULTS OF PARTIAL OPERATION WITH IRRADIATION 


Site Type Duration 
of of Following 
Lesion Operation Operation 
1 Rt. V. cord and band Intralaryngeal remov., seeds implanted. 7 years, 9 months 
2 Rt. V. cord Intralaryn. remov., seeds implanted Trach. 6% years 
3 Aryepiglot. fold Partial Op. 4 years later, seed implant. 4 years, 3 months 
4 Vocal cords Trach. Part. Op. Ra. Re Op. 31% years 
5 Vocal cords Bilateral Harmer and Ra. 314 years 
6 Lt. Int. Larynx Part Op. Ra. 2 years, 3 months 
7 Vocal cord Part Op. X-ray seeds. 2 years, 3 months 
8 Epiglottis Trach. Part. Op. removal of Epigl. with Diath. 1 year, 6 months 
9 Epiglottis Diath. Seeds. Ra. bomb 4000 me. hours. 1 year, 6 months 
10 Vocal cord Trach. Part Op. Ra. Pack. 1 year, 4 months 
11 Vocal cord Op. Ra. Pack Exter. 1 year, 4 months 
12 Aryepiglot. fold Py. Sin. Part removal, seeds implanted. 1 year, 3 months 
13 Part. Op. Ra. and X-Ray. 1 year, 2 months 
14 Epiglottis Part. Op. seeds Trach. 1 year 
15 Aryepiglot. Excision with Diath., seeds. 11 months 
16 Rt. Voc. cord arytenoid Trach. Part Op. Ra. 8 months 
i7 Ary. ep. fold Part Op. seeds. 7 months 
18 Ary. ep. fold Part Op. seeds. 5 months 
19 Epiglottis Part removal seeds X-ray. 3 months 
20 Part Laryngectomy, Ra. Pack. 7 
21 Vocal cords Excision by Ext. 4 days foll. opera- 


There was one operative death in this group. 


tion. Died of 
hemorrhage. 
Operative death. 


This was in a patient who was found to have an 


extensive lesion involving both cords and originating in what appeared to be a thyroglossal duct car- 


cinoma. He died of hemorrhage four days following a laryngotomy and radium pack. 


Treatment with Radium Alone—There were 
thirty-four patients, most of whom (twenty-six) 
were of the extrinsic type. Many of these had 
metastatic glands at the time of admission. The 
remaining seven were of the intrinsic variety, 
and an operative procedure would no doubt 
have given better results, but for some special 
reason, radiation therapy was carried out. The 
patients in the earlier years were treated by 


ing. It is striking to note that the intrinsic 
type in this series fared no better, and in many 
cases not so well as the extrinsic. This poor re- 
sult may be accounted for by several factors: (1) 
radioresistaney of the tumor cells; (2) the pa- 
tients may have been debilitated or alcoholic 
and such patients rarely show a good resistance 
to cancers or respond well to treatment; (3) 


inadequate dosage or improper distribution of 
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radiation. (4) It has been observed that, occa- 
sionally, growths may be stimulated to greater 
activity when the dose employed is too small. 

The center of the growth may disappear, but 
the periphery having received insufficient dos- 
age continues to proliferate. The best results 
in this series were obtained with the first ir- 
radiation treatment, when it was adequate. Sub- 
sequent treatments were not so effective, espe- 
cially if applied too soon after the primary 
treatment, because it is known that previous 
treatments often make a cancer radioresistant. 
If the irradiation treatment is intensive, fear 
of radionecrosis is great, especially so in the 
larynx since the cartilages are particularly vul- 
nerable to this complication. Delayed burns 
have occurred years after treatment (eight years 
—Chevalier Jackson). Harmer believes it is 
due ‘‘to progressive endarteritis obliterans fol- 
lowing irradiation in excess of local tolerance 
of the tissues.’’ This type occurs more com- 
monly in the larynx than elsewhere. 

The best result was obtained in case No. 162, 
in spite of the fact that the lesion was an ex- 
tensive one involving the epiglottis, the aryepi- 
glottic fold and the pyriform sinus and the 
tumor was a Grade II, which is not particularly 
radiosensitive. The patient was relieved for 
three years. This may be explained on the basis 
of the relatively high dosage the patient re- 
ceived. 

There were five patients each of whom sur- 
vived one year and four months following treat- 
ment. The remaining patients were relieved ap- 
proximately six months on the average. <A 
tracheotomy was performed in nineteen patients, 
in most cases preliminary to radiation. In a 
few cases, it became urgent during or immediate- 
ly following treatment. There was one death 
which occurred on the third day following the 
insertion of seeds. 


Results of Treatment with Radium and X-Ray— 
There were forty patients in this series, some 
were of the intrinsic but the greater number 
were of the extrinsic type. The results ob- 
tained here by the combined treatment show a 
decided improvement over the results of either 
radium or x-ray therapy alone. There were 
twelve patients in this group who were re- 
lieved and survived over one year. 

The best result here was in Case 64 (H. H. 
22-1365) in a patient who lived five and one- 
half years following the treatment by irradia- 
tion. Unfortunately, this was a clinical diag- 
nosis as no specimen was removed, but I don’t 
believe that there is any doubt as to this being 
anything but malignant. This was in a male, 
aged sixty-six, who presented himself at the 
hospital with the complaint of a ‘‘bunch in the 
throat, and hoarseness.’’ The patient further 
stated that three years ago he noticed a swell- 
ing in the left side of his neck which gave no 
symptoms except hypersensitiveness when tak- 


ing hot foods. Prior to coming to the hospital, 
the patient consulted Dr. Abbott in Providence 
who referred the patient to Dr. D. C. Greene 
who later referred him to our hospital. 


Examination—Upon the laryngoscopie examina- 
tion under ether anesthesia, the growth was 
found to involve the left lateral margin of the 
epiglottis, the aryepiglottic fold, the arytenoid 
and the false cord. 


Treatment—5—1.5 millieurie seeds were in- 
serted in different portions of the growth less 
than 1 em. apart. The patient showed signs of 
dyspnea and became cyanotic whereupon it be- 
came necessary to do a tracheotomy. This was 
carried out while the patient was still under 
ether anesthesia. His operation was done on 
November 8, 1922. In January, 1923 the pa- 
‘tient received Roentgen treatment by Dr. Mor- 
rison. 

The patient remained well and was followed 
in our clinic until 1928 and on June 10, 1928, 
a letter was received from the Town Clerk stat- 
ing that the patient died of carcinoma of the 
esophagus. 

A good result was obtained in Case No. 188. 
This was a male, aged fifty-six, with a Gr. I 
lesion in the right pyriform sinus. Ten seeds 
of 1 me. each were inserted throughout the 
growth followed by 5100 r. units of Roentgen 
therapy. This patient has been living and well 
for three years. 

Another (Case 96) survived two years, ten 
months. 

Not unlike the previous group, most of these 
patients required tracheotomy prior to treat- 
ment. 

There was one death in this series. This oc- 
curred in a male patient of seventy-seven who 
had seed implantation followed by Roentgen 
therapy. After the treatment the patient began 
to have signs of dyspnea, an emergency tracheot- 
omy was performed and he died several days 
following operation. 


Roentgen Therapy Only—The patients in this 
group were the most unfortunate in that the 
disease had already extended widely and in 
practically all cases metastases were present. 
There were thirty-seven patients in this group 
of which sixteen required a tracheotomy on ad- 
mission. Three patients had gland dissections 
in addition to Roentgen therapy. One received 
surgical diathermy to the lesion in addition to 
x-ray. One patient had a positive Wassermann 
and, in addition Roentgen therapy, was treated 
with potassium iodide. This patient survived 
three months, dying from hemorrhage due to 
cancer of the rectum. There were only four 
patients in this group who survived one year 
or over. The best result was in the patient 
(Case No. 184) who lived one year, eleven 


months following treatment, having received 
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6000 r. units probably one of the largest dosage 
to date. The average duration of life follow- 
ing treatment in the remaining cases was six 
months. 


No Treatment—There were nineteen patients 
who received no treatment. In twelve of these 
the duration of life following the first visit is 
not known. Three of this group lived over one 
year. One patient, Case No. 102, was a man, 
aged seventy-two, who had an early lesion on 
the right vocal cord which was still mobile. He 
refused treatment and survived five and one- 
half years, finally dying from involvement of 
the esophagus. This illustrates an early in- 
trinsic type of carcinoma of the larynx, its slow 
growth and finally the extension of the growth 
to involve the esophagus. The average life in 
the remaining cases was five months. 


Complications — With the exception of cervical 
metastases, the most frequent complication was 
involvement of the esophagus. This was present 
and recorded in seventeen patients of whom 
thirteen were in males and four in females. The 
ratio of postericoid involvement in females is 
much greater than it is in males and for this 
reason, the incidence of esophagus complication 
in females is much higher. Death from hemor- 
rhage occurred in four patients. Pneumonia ac- 
eounted for two deaths following operation. 
Mediastinal abscess and abscess of the throat, 
one each. In two patients, carcinoma of the 
stomach is recorded as the cause of death, one 
four years and one six and one-half years fol- 
lowing treatment for cancer of the larynx. One 
patient died of carcinoma of the uterus one year 
and two months following treatment of the 
larynx. 

I wish to express my sincere gratitude to Dr. 
Edwards W. Herman, the chief of the Laryngo- 
logical Staff, and Dr. Shields Warren for their 


many helpful suggestions in the preparation of this 
paper. 


SUMMARY AND CONCLUSIONS 


1—This series embraces 202 eases, 81 intrinsic 
and 101 extrinsic cases of cancer of the 
larynx. In 20 eases, the site was not stated. 

2—-We recognize leukoplakia as a precancerous 
lesion, and that papilloma not infrequently 
undergoes malignant transformation. 

3—The relative infrequency of laryngeal can- 
cer in females compared to males. 

4—The fifth decade of life shows the greatest 
incidence of cases. 

5—The triviality of the symptoms in propor- 
tion to the seriousness of the disease. 

6—The relatively slow course of intrinsic ecar- 
cinoma and the relatively low-grade malig- 
nancy offers ample time for thorough surgi- 
cal treatment with a good prognosis. 


7—The early diagnosis offers a patient his best 
chance of cure. 


8—lIt is our opinion that surgical removal of 
the growth in the early operative intrinsic 
type offers a good chance of permanent 
cure. 


9—In certain types of not entirely operable 
tumors, which are highly radiosensitive, the 
combination of surgery and irradiation have 
produced good results. 


10—In the far-advanced cases of metastases, we 
rely entirely on irradiation for temporary 
relief. 


11—We feel that the treatment by irradiation, 
up until very recently, has been inadequate, 
and our entire conception of this method of 
treatment is being revised. 


12—Out of a total of nineteen operative cases 
of proved cancer, seven are living and well, 
the longest duration fifteen and one-half 
years, the shortest three years, to date of 
publication. 


13—If it can be shown that radiotherapy can 
produce as high a percentage of permanent 
cures as surgery, it will be a safer method 
of treatment and will be welcomed by the 
surgeon and a blessing to the patient. 
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GIANT DIVERTICULA OR REDUPLICATIONS 
OF THE INTESTINAL TRACT* 


Report of Three Cases 


BY HENRY W. HUDSON, JR., M.D.+ 


ONGENITAL cysts and diverticula (other 
than Meckel’s) and, partial reduplications 
of the intestinal tract are unusual congenital 
anomalies. They may be of clinical importance 
because of the symptoms produced and the pos- 
sibility of surgical relief. We have found eight- 
een reduplications or giant diverticula reported 
to which we may add three. 


CASE 1 


A. C. S., No. 153126, a male infant of three months 
was admitted to the surgical service of the Boston 
Children’s Hospital on September 16, 1931. The 
family and birth histories were not important. He 
had developed normally and been well until one 
week before admission when he developed a green- 
ish, watery, diarrhea. For three days he had from 
five to seven dejections. The stools then decreased 
in number and size and for the five days preced- 
ing admission had been soft and black in color. 
He had vomited once, three hours before admis- 
sion, the vomitus consisting of part of a recent feed- 
ing. He had not appeared ill until twelve hours 
before admission when he developed periods of pal- 
lor during which he appeared to have abdominal 
pain, cried, and drew his legs upward toward the 
abdomen. There had been no medication. There 
was no history of pica or of purpura. The physi- 
cal examination was normal except for pallor and 
the local abdominal examination. There was slight 
generalized abdominal muscle spasm with tender- 
ness more marked on the right. An ill-defined mass 
was felt just above and to the right of the um- 
bilicus. 

Intussusception was considered a probable diag- 
nosis. Henoch’s purpura was also. considered. 
Bleeding and clotting times were normal. 

Abdominal exploration was made soon after ad- 
mission. 

First operation. September 16 under ether anes 
thesia a right rectus muscle splitting incision was 


*From the Surgical Service of the Children’s Hospital. 

From the practice of the author. 

tHudson, Henry W., Jr.—Associate Surgeon, Children’s Hos- 
pital. For record and address of author see “This Week’s 
issue,’ page 1147. 


made. There was no free fluid within the perito- 
neal cavity. A search for an intussusception or evi- 
dence of reduced intussusception revealed neither. 
Throughout the base of the mesentery of the small 
intestine were numerous petechial hemorrhages and 
there was enlargement of the mesenteric lymph 
nodes. About eighteen inches above the ileocecal 
valve and within the leaves of the mesentery of 
the ileum, a walnut-sized mass was encountered. In 
this mass, and adjacent to the ileum, a small per- 
foration about 2 mm. in diameter was noted. 
Through this perforation clotted blood was extruded. 
The perforation was incised thus exposing the lu- 
men of the mass which presented a mucosa similar 
to that of the ileum but it did not appear to com- 
municate with the ileum. It was filled with blood 
clot which was removed. There was one smal] 
bleeding point which was easily controlled. The 
infant’s condition was unsatisfactory and it ap- 
peared unwise to remove tissue for examination. 
The cystic mass was sutured and the abdominal 
wall closed in layers. The infant was returned 
to bed in fair condition, with diagnosis undeter- 
mined. 

Course. The infant was transfused and parenteral 
fluids were administered with improvement. For six 
days after operation there was a decreasing amount 
of blood in the stools. He was afebrile. The wound 
healed well and he was discharged October 3, 1931 
in apparently good condition. 

Laboratory data. Urine negative at five examina- 
tions except for acetonuria at the time of admission. 
Red blood cells 2,900,000 and hemoglobin 45 per cent 
on admission; 3,400,000 and 62 per cent on Septem- 
ber 22. White blood cells 11,400 and 8,200 with nor- 
mal differential. Bleeding and clotting time normal. 
Platelets 250,000. Stools guaiac positive from Sep- 
tember 18 to 28, and guaiac negative on October 1 
and 2. 

Interval note. The infant did very well, gained 
four pounds, apparently had no pain, and his color 
improved. There were one or two stools daily, ap- 
parently normal. 

Second admission. December 31, 1931 at six months 
of age. Thirty-six hours before admission he had 
a greenish, watery, stool. Twenty-four hours be- 
fore admission and the day of admission there were 
similar stools. He was admitted for observation. 
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Except for the healed abdominal scar, the physi- 
cal examination was normal. The stools were found 
to contain blood. He was observed from Decem- 
ber 31 to January 6, 1932 during which all stools 
contained blood and his red blood cells fell from 
4,500,000 to 2,790,000. He was transfused on Jan- 


uary 5. 
Second operation. January 6, 1932 under ether 
anesthesia. An incision was made over the right 


rectus muscle parallel to the previous operative 
wound and the muscle belly was retracted lateral- 
ly. The peritoneum was incised and a mobile cecum 
with primitive mesentery presented. The ileocecal 
valve was identified and the ileum inspected. The 
mesentery was of the primitive type. About two 
feet above the ileocecal valve a diverticulum run- 
ning in the leaves of the mesentery was identified. 
The mesentery was split and the diverticulum found 
to be about the caliber of the ileum for perhaps two 
inches, then to constrict to a cord-like structure 
which disappeared in the root of the mesentery. 
This diverticulum was resected from the root of 
the mesentery up to the reflection of the mesentery 
over the ileum and it was then noted that the 
diverticulum curved to run distally, parallel to the 
ileum and within the leaves of the mesentery, to- 
ward the ileocecal valve for about sixteen inches. 
No point of communication with the ileum was 
demonstrated. The operation had occupied nearly 
an hour and to complete the resection would have 
extended the procedure unduly and would have re- 
quired partial resection of the ileum as well. For 
this reason the diverticulum was closed. The wound 
was closed in layers without drainage and the in- 
fant returned to bed in good condition but with 
the expectation that at some future time the re 
mainder of the diverticulum would be excised, pos- 
sibly with resection of the ileum. : 
Histologic report. S-32-6. GROSS DESCRIP- 
TION: The specimen has the appearance of a part 
of: the intestinal tract. It is definitely in four sec- 
tions. The whole length is 9.5 cm. Part A is 1 cm. 
in length and was described at operation as being 
lost in the root of the mesentery. This has the ap- 
pearance of a cord about 4 mm. in thickness. On 
cutting it open, it is found to contain a small lumen 
and in the resection this lumen has been cut across. 
Adjacent to this is Part B which measures 2 cm. 
x 2 cm. when opened. Part C is 1.5 cm. in length 
and 3 cm. in width when opened. It has a similar 
appearance to Part A, except that it is a little more 
hemorrhagic. The fourth section, Part D being 
the largest, is 5 cm. in length and when opened out 
is 2 to 2.5 cm. in width. The lumen which is patent 
throughout the specimen is lined with a mucous 
membrane. The mucosa of the largest section is fold- 
ed in fairly normal looking rugae which run across 
the specimen for the distal 1.5 cm. and in folds gen- 
erally along the length of the specimen for the next 
2.5 cm. At approximately the junctions of these 
two portions distinguished by the configuration of 
the rugae, there is a small punched-out ulcer with 
raised and undermined borders 2 mm. in width, the 
base of which is quite hemorrhagic. The serosal 
surface outside this ulcer is definitely thickened. 
The mucosa of Part B is paler and the rugae are 
arranged in less definite folds of a more or less cir- 
cular configuration. When opened at operation, there 
was no fecal material seen within the lumen. 
MICROSCOPIC: There are six sections taken for 
microscopic study. These sections are taken as in- 
dicated in the diagram No. 1 from Part A, No. 2 
and No. 3 from Part B, No. 4 from Part C, No. 6 
through the ulcer, and No. 6 through Part D. 


Section No. 1. This section is cut across the un- 
opened lumen of Part A. The mucosa is in a gen- 


eral way characteristic of the small intestine. It 
is thrown up into numerous villi and lined with a 
simple columnar epithelium. There are a moderate 
number of goblet cells which give evidence of mu- 
cous secretion. The muscularis is composed mostly 
of circular muscle fibers with only a few longi- 
tudinal bundles. There is no evidence of inflam- 
mation or hemorrhage in this section. 

Section No. 2 is cut across the point where the 
small lumen of Part A opens into the larger second 
portion. At this point there is a transition from 
the mucosa described above to a mucosa resem- 
bling gastric mucosa. This is characterized by the 
appearance of rather typical gastric glands. The 
mucosa is thrown into numerous folds. Scattered 
through the tunica -propria are abundant eosino- 
philes. The submucosa and muscularis are not un- 
usual. A second section (No. 3) farther along in 
this portion shows the same type of mucosa. In 
addition tkere are a few small, highly cellular 
lymph follicles. 

A section (No. 4) through the thin connecting 
portion (Part C) shows a reversion to the type of 
mucosa found in Part A. The mucosa here is thinned 
out and less well preserved. 

The large portion (Part D) shows again a fairly 
typical gastric mucosa similar to Part B. Here 
again there is abundant eosinophilic infiltration such 
as is frequently found in adult gastric mucosa. There 
is a greater number of lymph follicles here than are 
seen in the previous sections, and the propria is 
somewhat more dense and cellular, containing a 
larger number of lymphocytes. One section tran- 
sects the ulcer which was described grossly. The 
ulceration has entirely destroyed the mucosa and 
extends through the submucosa involving part of 
the muscularis. There is a dense fibroblastic reac- 
tion at the base of the ulcer and a serosal pro- 
liferation of fibroblasts. Numerous pyknotic nuclei 
and polymorphonuclear leucocytes are scattered 
through the regions just below the base of the 
ulcer. There is considerable hemorrhage into the 
underlying serosa. No blood vessels can be seen 
to be eroded by the ulcer. One neighboring vessel 
is partially occluded by an organizing thrombus. 


SUMMARY: This specimen consists of an anomalous 
diverticulum which shows a transition in the type 
of its mucosa from that of the small intestine to that 
of the stomach. The latter contains a small ulcer. 

Course. Blood transfusion was performed imme- 
diately after operation. There was a postoperative 
rise in temperature to 103.4° which subsided within 
thirty-six hours and thereafter remained normal. 
His condition was good at the time of discharge 
on January 19. 

Laboratory data. Urine normal at the examina- 
tions. Red blood cells 4,650,000 on admission, hemo- 
globin 70 per cent, on January 4, 2,790,000 and 
46 per cent, on January 6 (after transfusion) 
5,750,000 and 70 per cent. Stools guaiac positive 
from January 1 to January 13 and guaiac negative 
on January 16, 18 and 19. 

Interval history. The infant did well, gained in 
weight and there was no melena. On March 23, 
1932 he developed a respiratory infection. He was 
readmitted March 27, 1932 and discharged March 
30, 1932 to the Infants’ Hospital with broncho- 
pneumonia. There he ran an uneventful course and 
was discharged relieved on April 12, 1932. 

Interval note. The infant was well, weight and 
development normal. His appetite was good, the 
bowels regular. 

Fourth admission June 15, 1933 at two years of 
age. The day before admission he passed a black 
stool. He was admitted for observation. The phys- 
ical examination was not noteworthy. He was 
observed until June 23. His stools always con- 
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tained blood. His red blood cells fell from 4,000,000 
on admission to 3,750,000 and the hemoglobin from 
60 per cent to 40 per cent. Marked achromia de- 
veloped. 

Third operation: June 22, 1933 under avertin 
and ether anesthesia an incision was made _ be- 
tween the two scars of earlier operation and devel- 
oped through the rectus sheath. With some diffi- 
culty the muscle was retracted. The peritoneum 
was opened without incident, except for the escape 
of an excess of clear fluid (culture negative). The 
terminal ileum and its reduplicated portion were 
demonstrated. It was evident that removal was 
possible only by resection of a part of the ileum. 
The ileum in its duplex segment was resected for 
about fifteen inches. Following resection and just 
as an anastomosis was begun the infant ceased 
breathing and became pulseless. The change was 
sudden and a minute or two earlier the anesthetist 
had reported a pulse rate of 132 and general condi- 
tion satisfactory. Various methods of resuscita- 
tion were unsuccessful. There had been practically 
no bleeding and although the operation had occu- 
pied an hour and might be considered to have caused 
shock, there was no warning of this fatal accident. 
Whether or not there was embolism was a matter 
of conjecture. 

Histologic report. S-33-298 and S-33-125 GROSS 
DESCRIPTION: The specimen consists of a por- 
tion of resected ileum measuring 38 cm. in length. 
It averages 3.2 to 3.5 cm. in width when lying flat. 
Within the mesenteric attachment throughout 35 cm. 
of its length there is a secondary portion of bowei 
which communicates with the main ileum by two 
small openings 3 mm. in diameter through which 
there may be expressed small amounts of clear, 
mucinous fluid containing white, flocculent ma- 
terial. The mucosa of the ileum contains occasional 
petechial hemorrhages and localized areas of con- 
gestion. The mucosa is in general pinkish-yellow to 
pinkish-brown in color and possesses a slightly edem- 
atous pale gray mucosa with circular rugae. In 
the proximal end of the blind pouch there is a 
black silk suture put in at the time of the previous 
operation. At the distal end of the blind segment 
there is an ulcerated area 1.8 x 1 cm. in its various 
diameters. Within the mid-portion of the blind seg- 
ment there is a rather sharply demarcated seg- 
ment of mucosa 3 cm. in length in the center of 
which are two small punched-out ulcerated areas 
4 mm. in diameter, one of which communicates with 
the ileum. Throughout the remainder of the mucosa 
of the blind segment there are occasional petechial 
hemorrhages. 


MICROSCOPIC: Seven sections including four of 
the diverticulum, two of the ileum, and one of the 
communication between the two structures show a 
diverticulum with gastric mucosa showing chronic 
ulceration and slight acute ulceration. The ulcera- 
tion occurs at the communication between the ileum 
and the diverticulum. At this site the mucosa of 
the diverticulum is ulcerated and the mucosa infil- 
trated by lymphocytes and eosinophiles. There is 
slight secondary lymphoid nodule formation. There 
is one small area of acute ulceration right at the 
junction between the two structures resulting in in- 
tense polymorphonuclear leucocytic infiltration of the 
submucosal stroma. The other four sections of the 
diverticulum show intact gastric mucosa. This is 
composed of typical large mucous crypts, at the 
base of which are numerous small typical gastric 
glands, containing acid and chief cells. The mucosal 
stroma is somewhat edematous and lightly infil- 
trated by eosinophiles. There are a few areas of 
lymphocytic infiltration around the base of the 
gland. The two sections of ileum are essentially 
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ILLUSTRATION NO. 1. 

Drawing to demonstrate the anomaly in case No. 1. The 
segment between the root of the mesentery and point ‘a’ 
was successfully resected at the second operation. Reproduced 
by courtesy of the Rhode Island Medical Journal (27: 22 [Feb.] 
1934). 
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ILLUSTRATION NO. 2. 


The specimen removed at the second operation in case No. 1. 
The microscopic details are given in the case report. This 
illustration previously appeared in this Journal (208: 533 
[Mar. 9] 1933). 


ILLUSTRATION NO. 3. 


The reduplicated ileum removed at the third operation in 
case No. 1. 
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negative with typical ileal mucosa, the stroma of 
which contains ‘moderately hyperplastic lymphoid 
tissue with a few secondary lymphoid nodules, 


CAsE 2 


L. A. No. 168771 a white female infant of six 
months was admitted to the surgical service of the 
Boston Children’s Hospital on February 15, 1933. 
The family, birth, and developmental histories were 
not unusual. Two months before admission she was 
ill with cough and fever and a diagnosis of bron- 
chitis was made. She grew irritable and slept poor- 
ly. Two weeks before admission she began to vomit 
occasionally between feedings. The abdomen en- 
larged and vomiting increased. There was loss of 
weight. The stools became infrequent and enemata 
were administered with good returns. No blood 
was recognized in the stool except for one “speck” 
two days before admission. The stools were green 
and contained mucus. Several days before admis- 
sion the vomitus was bile stained. There was in- 
termittent fever for several days preceding admis- 

ion. 
; Examination on admission revealed a well-devel- 
oped and fairly well-nourished infant appearing 
chronically ill. The rectal temperature was 99°, 
The general examination was essentially negative. 
Local examination: The abdomen was markedly 
distended and splinted. A firm non-tender mass oc- 
cupied the right lower quadrant. This mass was 
palpable through the rectum. 

Laboratory data. Two examinations of the urine 
were not abnormal. Red blood cells 5,050,000. Hemo- 
globin 80 per cent. White blood cells 12,000. Dif- 
ferential normal for age. Wassermann and Hinton 
negative. Tuberculin 1:1000 negative. Nonprotein 
nitrogen 14 mg. per cent. Phenolsulphonphthalein 
excretion 60 per cent in two hours and ten min- 
utes. 

X-ray examinations. February 15, 1933. “The 
lung fields are essentially clear. : A film of the ab- 
domen shows considerable distention which is due 
not so much to gas in the intestines as to fluid in 
the peritoneal cavity. There is also some free air 
under the liver in the right upper portion, evident- 
ly the result of a ruptured viscus.” February 16. 
“Reéxamination of the abdomen. There is more 
distention due to the peritoneal fluid. I can no 
longer make out definite free air.” 

Operation: February 16, 1933. Ether anes- 
thesia. By means of a right rectus musclesplitting 
incision the peritoneal cavity was exposed and found 
to contain a large amount of bloody fluid. A large 
mass presented in the right lower quadrant. When 
delivered it appeared to consist of over a foot of 
greatly distended small intestine with markedly en- 
larged lymph nodes in its mesentery. There were 
also within the mesentery several cysts which ap- 
parently did not communicate with the intestine. 
Both the intestine and cysts were deep purple in 
color and in several areas there was a yellow fibrin- 
ous exudate. A resection of the affected intestine 
and mesentery was made and a “double-barreled” 
enterostomy performed. The infant was returned 
to bed in poor condition. 

Course. The infant’s condition was poor for the 
first three days after operation. Parenteral fluids 
were administered and by February 20 her con- 
dition had improved. There had been great fluid 
loss through the proximal stoma of the enterostomy. 
On February 21 a clamp was applied opposing the 
proximal and distal loops (Mikulicz procedure). 
One week after operation the wound edges separated 
allowing eventration of a part of the small intes- 
tine. The wound was resutured and at this time 


there was evidence of peritonitis. Twelve hours 
later the infant died. 
An autopsy was performed. A33-39. The anatomic 
diagnoses were: 
Jejunum duplex. 
Enterostomy. 
Peritonitis, organizing. 
Bronchopneumonia. 
Splenitis and perisplenitis. 
Esophagitis. 
Lymphadenitis, mesenteric and mediastinal. 
Decubitus ulcer, occipital. 
Extracortical adenoma of adrenal glands. 
Persistence of “Jackson’s veil” and of anterior 
mesentery. 


The resected specimen is described. GROSS DE- 
SCRIPTION: The specimen consists of a segment 
of jejunum and a portion of its attached mesentery 
opened in the operating room. The segment of 
bowel measures 45 cm. in length and the mesentery 
varies from 2 to 5 cm. in width. The serosa is ex- 
tremely congested, slightly dulled and shows ir- 
regular areas of ecchymosis. The mucosal surface 
of the jejunum is of normal pinkish to brownish- 
gray in color, soft and shows the usual prominent 
plicae circulares. At approximately 15 cm. from 
one end there is an irregular depression in the 
mucosal surface which is rather smooth and meas- 
ures 2 x 1.3 cm. Lying within the leaves of the 
mesentery is an extremely thick-walled cystic mass 
of irregular form but shaped much like a pancreas 
in that there is dilated portion at one end 6 cm. 
in diameter tapering off at the other end to an aver- 
age diameter of 2.5 cm. The whole structure is 22 
cm. in length possessing a thick double muscular 
wall varying from 7 to 8 mm. The lining is gen- 
erally smooth and shiny although extremely hemor- 
rhagic in some areas and varies from pale yellowish- 
gray to pinkish-gray. The most hemorrhagic por- 
tion of the lining is associated with the large dilated 
end. At the opposite (tapered) end there are two 
constricted areas 1.5 cm. in length, the lumen of 
which is 3 mm. in diameter. Between them there 
are two dilatations of this elongated cystic struc- 
ture measuring 1 cm. in diameter. In the mid- 
portion 8.5 cm. from one end near the portion of 
the structure adherent to the jejunum there is an 
irregular mucosal ulceration, the serosa and wall 
over which is less than 1 mm. in thickness. There 
is no perforation in this region. The serosa over- 
lying the entire specimen is extremely congested 
and in places there are small accumulations of yel- 
lowish-brown, fibrinopurulent exudate. Another area 
of acute ulceration exists within the large, dilated 
portion 1 cm. in diameter, the serosa over which 
is dulled, congested and brownish-gray. The wall 
at this point is approximately 1 mm. thick but there 
is no perforation. 


MICROSCOPIC: Seven sections show a chronic 
ulceration and gastric mucosa in the wall of a 
diverticulum. The mucosa of the typical gastric 
type showing large open crypts at the bases of 
which there are branching gastric glands contain- 
ing acid and chief cells. The stroma is markedly 
congested and hemorrhagic, especially between the 
openings of the crypts. There are variable num- 
bers of infiltrating polymorphonuclear leucocytes 
throughout. Two areas of chronic ulceration are de- 
void of mucosa. The surface contains a small 
amount of fibrinous exudate, while the underlying 
wall is markedly fibrosed and infiltrated with vari- 
able numbers of mononuclear phagocytes, poly- 
morphonuclear leucocytes, and lymphocytes. A por- 
tion of the wall taken from the extreme tip shows 
a mucosa somewhat different from the rest, in that 
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there are no active secreting cells. The crypts and 
glands are of mucous type, although the general 
form and arrangement of the gland is similar to 
that seen in gastric portion. The submucosa in 
the non-ulcerated portion shows mild congestion, 
but beneath the ulcerated portions it is more or less 
scarred. The muscularis is of two layers with areas 
of diagonally running smooth muscle fibers in addi- 
tion. The serosa is edematous, congested, and in- 
filtrated by a variable number of lymphocytes, poly- 
morphonuclear leucocytes, and mononuclears. There 
is no evidence of fibrinopurulent exudate upon the 
serosal surface. Several lymph glands included 
within the loose edematous serosa and from the 
mesentery show a mild hyperplasia with occasional 
infiltrating mononuclear phagocytes in the follicles. 
The medullary cords of the nodes are densely packed 
with small mature lymphocytes. 


DIAGNOSIS: Jejunum duplex type with gastric 
mucosa showing acute and chronic ulceration. 


Note: There is no communication between the 
jejunum and the diverticulum. Sections through 
the dimpled areas where the two structures are ad- 
jacent show a double muscular wall with a slight 
amount of intervening fibrous tissue. 


ILLUSTRATION NO. 4. 
Jejunum duplex. Description in case report No. 2. 


ILLUSTRATION NO. 5. 
Jejunum duplex, opened. Case No. 2. 


CasE 3 


D. M. a white female of twelve years was ad- 
mitted to the Peterborough Hospital at 8:30 A.M. 
March 2, 1935. The family and birth histories were 
not unusual. From infancy she had failed to gain 
normally, was undernourished and was considered 
“sickly”. As an infant she cried for hours at a 
time apparently from abdominal distress. At two 
years she was said to have had “Bright’s disease” 
characterized by hematuria for two months. From 
the age of three years she had frequent attacks 
of cramp-like abdominal pain referred to the um- 
bilicus and lasting from a few minutes to several 
hours. _These were usually accompanied by nausea 
and vomiting. During some attacks relief was ob- 
tained from a carminative, and eructations occurred. 
During the attacks the child usually flexed her thighs 
on the abdomen, or if seated would bend forward 
and place her head on her knees. She could not be 


induced to change position until the attack was 
over. At times she would fall asleep in this posi- 
tion. 

In November 1934 she was observed for a two- 
week period by the pediatric service of the Chil- 
dren’s Hospital. During this time she had several 
attacks of pain which were not severe. A gastro- 
intestinal series, pyelography by the intravenous 
method, and various examinations of the blood gave 
negative results and she was discharged undiag- 
nosed. The attacks continued and during the two 
months preceding admission had become more fre- 
quent and severe. Hardly a day passed without 
some discomfort. 

At 3 A.M. March 1, 1935, twenty-nine hours be- 
fore admission she awakened from sound sleep with 
severe cramp-like abdominal pain located in the 
umbilical region. The paroxysms lasted two to 
three minutes, gradually diminished, and the child 
would doze to be awakened in five to ten minutes 
by more pain. This colic lasted from 3 A.M. to 4 
P.M. and was accompanied by nausea and vomiting. 
The vomitus consisted of the fluids that she had 
taken eagerly. She was very thirsty. At 3 P.M. 
her physician administered 1/8 gr. of morphine and 
she rested comfortably without pain or vomiting for 
about five or six hours. She had passed flatus and 
there was a dejection of fecal material following an 
enema at 8 A.M. When the mother tried to rub 
the child’s abdomen, she complained it was too 
tender to be touched. 

During the twelve hours preceding admission there 
was pain of the character described. She vomited 
frequently until fluids were denied her several hours 
before admission. During the automobile ride to 
the hospital the pain became more steady and 
severe and the child cried continually with pain. She 
begged for water. 

On admission, examination disclosed a very pale, 
undernourished and underdeveloped child in great 
distress. The mouth temperature was 100.6°, the 
pulse rate 16¢, and the respiratory rate 44. Her 
breathing was difficult, and irregular and _ she, 
grunted frequently. She lay in bed with the knees 
flexed and her hands were held in the region of 
the umbilicus. She cried continuously and begged 
for water. The skin and mucous membranes were 
pale. She appeared dehydrated. The abdomen was 
moderately distended, there was voluntary general- 
ized muscle spasm, and diffuse tenderness. An in- 
definite tender mass occupied the entire hypogas- 
trium. Two physicians considered her moribund. 

The white blood cells were 20,000 with 74 per 
cent neutrophiles, the red cells were 3,820,000. The 
hemoglobin was 54 (Sahli). The urine showed 
slightest possible trace of albumin, a trace of sugar 
and the sediment a few hyalin casts and a rare 
white blood cell. 

By infusion 200 ce. of normal salt solution and 
250 cc. of citrated blood were administered, and 
600 cc. of salt solution was introduced beneath the 
skin. One-twelfth gr. of morphine was administered 
at 8:30 A.M., 10:30 A.M., and 1 P.M. Her general 
appearance and color improved. 

It was felt that intestinal obstruction, cause un- 
known, was the probable diagnosis, and operation 
was elected. 

Operation. March 2, 1935. 
Hospital. 

With novocaine infiltration a right rectus incision 
with mesial retraction of the muscle belly was 
made. When the peritoneum was incised, sanguin- 
eous fluid escaped in large amounts. Ether anes- 
thesia was induced and the wound enlarged to 
about eight inches. The peritoneal cavity was filled 
with old liquid blood and great masses of clotted 
blood, No fresh blood was apparent. The blood 
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clots were most numerous over the mesentery of 
the small intestine adjacent to the umbilicus. A 
mass which proved to be a volvulus of the termi- 
nal ileum was delivered. The volvulus involved 
about four feet of the lower ileum, and had rotated 
clockwise for about 80 degrees. The ileum was 
edematous but not greatly distended. Within the 
mesentery, parallel and intimately opposed to the 
mesenteric edge of the ileum, was a reduplication 
of the bowel for a distance of about four feet. 
Near its proximal end was a large perforation 
about one and a half inches in diameter from which 
a small amount of bright blood escaped. There was 
no evidence of intestinal contents escaping, nor was 
the peritoneum inflamed. Through the perforation 
a mucosa thrown into rugae was clearly visible 
and within the folds of mucous membrane a small 
ulcer was seen from which there was a steady ooze 
of fresh blood. The volvulus having been reduced 
there was no apparent obstruction. The child’s 
condition was poor and it seemed unlikely that she 
could survive resection. Accordingly the bleeding 
area was cauterized and the ruptured area sutured. 
The intestine was returned to the abdomen and the 
abdominal wound closed. The child returned to 
bed in poor condition. 

Course: Following operation, the child was 
white and even more colorless than before. Radial 
pulse could be obtained, but not counted. However, 
she improved gradually and nine hours later she 
was talking and seemed very comfortable. Her 
after-care consisted of Levine tube; morphine sul- 
phate, gr. 1/12 every three or four hours as neces- 
sary; sips of clear liquid by mouth; Fowler’s posi- 
tion. 

March 3, 1935. 9 A.M. Patient had a reasonably 
good night, sleeping in naps. Complained of nausea 
once, but there was no vomiting. Temp. 103.6° rec- 
tally, pulse 140-160. Very pale. Passing no gas 
per rectum. Abdomen shows moderate high dis- 
tention for first time. Levine tube is clear. RBC 
3,400,000, Sahli 42 per cent. WBC 5,850, Polys. 59 
per cent. Catheterized and four ounces of urine 
obtained which showed the slightest possible trace 
of sugar, few hyaline casts, few granular casts, rare 
red and white cells. 

12:25 P.M. The patient has suddenly become 
very restless and very pale. Has severe air hun- 
ger and has pulled Levine tube from her nose. Given 
one ampule of adrenalin chloride and oxygen in- 
halations. She has quieted down and is resting 
comfortably. 

1:30 P.M. Upper abdomen seems much more 
distended. Swathe loosened. Levine tube is clear. 
It is impossible to get a radial pulse and respira- 
tions are becoming labored. 

2:45 P.M. Has vomited a small amount of dark 
brown fluid. Died a few minutes later. 


DISCUSSION 


The anatomic relations and the gross and 
microscopic structure of these three reduplica- 
tions or giant diverticula place them in the cate- 
gory of developmental anomalies of the gastro- 
intestinal tract. These are to be differentiated 
from the lymphatic or chylous cysts, urogenital 
cysts, and the dermoids and teratoids which 
oceur within the peritoneal cavity. 

The anomalies of gastrointestinal origin form 
a rather well-defined group (Ewing’) charac- 
terized by a smooth musculature arranged in 
layers as in the tract proper. A well-defined 
mucosa is often demonstrable which may resem- 
ble closely the mucosa of any part of the nor- 


mal tract. This mucosa is not infrequently al- 
tered or disrupted by inflammation, heterotopia, 
intracystie pressure and, perhaps, by digestion 
from the secretions produced. <A well-defined 
submucosa is usually present. There is wide 
variation in size, form, histologic arrangement 
and in position with reference to the several 
segments of the digestive tract. Thus they 
occur at any part of the tract including the 
mediastinum. Their distribution in 102 cases 
is shown in table 1. They may communicate 


-TABLE 1 


DISTRIBUTION IN 102 ReporRTED CASES OF CONGENITAL 
Enteric Cysts, DIVERTICULA AND REDUPLICATIONS 


Mediastinal or Esophageal Cysts 10 
Associated with Abdominal CySts..ccsn 6 
Gastric 6 
Duodenal 8 
Biliary 1 
Jejunum 12 
Ileum (not including Meckel’s) 47 
Tleocecal 26 
Appendix 1 
Colon 2 
Rectum 3 
Reduplications 18 

108 


with or be separated from the lumen of the di- 
gestive tube. At times they may be intimately 
attached to the wall of the intestine and pre- 
sent as eysts within its lumen, or within its 
wall in either submucous, intermuscular, or sub- 
serous positions. They occur between the leaves 
of the mesentery and in retroperitoneal posi- 
tions. They may be single or multiple, large 
or small and may or may not be associated with 
other congenital anomalies. There are six the- 
ories to explain their development. 


(1) Atavism. Reversion to an earlier phylo- 
genetic form based on the occurrence of bifid 
ceca in certain fowl and multiple diverticula in 
certain fish. 

(2) Twinning in which ease ‘‘the stimulation 
to reduplication, although acting at an early 
stage of cell division has affected a certain sec- 
tion only of the embryo’’ (Edwards*). This 
theory is applicable to the reduplications of seg- 
ments of the intestinal tract but less clearly to 
the cysts and diverticula. 

(3) Through the development of a median 
septum. The support for this belief is a speci- 
men in the’ Museum of the Royal College of 
Surgeons of the small intestine of an ox. To 
one side of the intestine is a long tubular cyst 
of the same calibre as the intestine itself. There 
is no communication with the intestine and the 
mucosa of the cyst and intestine are dissimilar. 

(4) Sequestration of a segment of the intes- 
tinal tube. For this theory evidence is adduced 
by the arrangement of a collected series of cysts 
(by Evans’) which shows successive steps in 
the hypothetical passage of a cyst from the 
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lumen of the intestine through its wall and into 
the mesentery. This presupposes a segment 
to be sequestrated, however, and as Evans points 
out the most likely explanation is that of the 
epithelial buds described by Lewis and Thyng*. 

(5) Persistence and alterations of the vitel- 
line duet or Meckel’s diverticula in their sev- 
eral forms. The persistence of a normal fetal 
structure, the vitelline duct, accounts for many 
eysts and diverticula. However only those 
which occur in relation to the distal portion of 
the ileum may be so classified and the presence 
of multiple cysts or diverticula precludes such 
an explanation in certain cases as two diver- 
ticula of Meckel never occur in the same indi- 
vidual. In many reports any enterogenous cyst 
or diverticulum occurring in relation to the 
ileum, and particularly in the ileocecal region, 
has been classified as Meckel’s in type. This 
may be true or false and other interpretations 
are possible as some of these examples are sim- 
ilar to cysts and diverticula found in relation 
to jejunum, duodenum, stomach, or esophagus. 
Heterotopia of the lining mucous membrane is 
common in Meckel’s diverticula (67 per cent 
Hudson*) but also in other anomalies. Hetero- 
topia is also observed following the healing of 
an inflammatory lesion in the otherwise normal 
intestinal tract. 

(6) The nodules of Lewis and Thyng*. These 
investigators found very regularly in pig, rab- 
bit, and human embryos nodules of epithelial 
cells occurring along the course of the esopha- 
gus, stomach, and intestine which become vacu- 
olated and may be separated from or be in con- 
tinuity with the lumen of the intestinal tract. 
Normally these disappear or coalesce to form a 
part of the lumen of the digestive tube but they 
may persist. Evans® has represented diagram- 
matically their translation from positions ad- 
jacent to the lumen, through the wall and into 
the mesentery. Evidence in support of this 
origin is found in Evans” collected cases some 
of which have an anatomic similarity to the em- 
bryologic structures pictured by Lewis and 
Thyng. Additional evidence for this belief is 
found in a consideration of those mediastinal 
cysts which are enteric in type since the nodules 
are present at a period of embryonal develop- 
ment consistent with their inclusion within the 
thorax. It is stated also (by Poncher and 
Milles*) that mediastinal cysts and abdominal 
cysts of enteric origin occur in the same indi- 
vidual but that no combination of mediastinal 
eyst and typical Meckel’s diverticulum has 
been reported. 

The evidence, then, favors the belief that 
the nodules of Lewis and Thyng are the ante- 
cedents of those cysts and diverticula of en- 
terie type which are not typical of those de- 
scribed by Meckel. This view is held by 
Evans*, Drennen’, and Poncher and Milles®. 
Edwards’ favors the explanation by twinning 
for the giant diverticula and reduplications. 


Anomalies of this type do not necessarily 
cause symptoms and in some instances have 
been incidental findings at the autopsy of an 
individual dead of an unrelated cause. Fre- 
quently they are responsible for serious symp- 
toms and death of the individual. The symp- 
toms produced by those located within the ab- 
domen may be broadly grouped as, (a) inter- 
mittent abdominal distress or pain (as in No. 2 
and No. 3 of our eases), (b) intestinal obstrue- 
tion (as in No. 2 and No. 3), (¢) hemorrhage 
into the intestinal tract or peritoneal cavity or 
both as in No. 1 and No. 3, and, (d) a pal- 
pable abdominal tumor as in No. 2 and No. 3. 
These symptoms are readily understood since 
obstruction partial or complete may be pro- 
duced by encroachment of a cyst or diverticu- 
lum on the lumen of the intestine, and by the 
production of volvulus and of intussusception. 
These explanations are in accord with the ob- 
servations made in the reported cases. Hem- 
orrhage, which may be of serious degree as in 
No. 1 and No. 3 of our cases, is best explained, 
by the formation of ulcers in the mucosa adja- 
cent to heterotopic gastric mucosa. This is a 
relatively frequent occurrence in Meckel’s di- 
verticula (31 per cent Hudson*) and in a few 
instances the presence of a secretion chemically 
similar to gastric juice has been demonstrated. 

A correct diagnosis previous to operation is 
nearly always impossible but it is a wise rule in 
infaney and childhood to consider a congenital 
anomaly as a possible cause of obstruction, of 
melena, or of a confusing clinical picture. Thus 
in sixty-seven of the reported cases where the 
patient’s age is stated there were fifty under 
twenty years of age, Thirty-two were two years 
of age or younger. As might be anticipated the 
sex incidence is essentially equal, eighteen male 
and twenty-two female in forty reported cases. 

In the eighteen instances of reduplication or 
giant diverticulum which we have found in the 
literature only five were demonstrated at oper- 
ation. 

The anomaly in Fairland’s® patient was sim- 
ilar to that in our case No. 2. He performed an 
enterostomy for imperforate anus. The infant 
died and autopsy revealed a diverticulum, thir- 
teen inches long, which arose from the duo- 
denum ‘‘about 11% inches’’ below the pylorus. 

Fitz® described a specimen from the Warren 
Museum. It is from an infant about ten months 
old who had been under the care of Dr. Jos- 
eph Stedman of Jamaica Plain who reported 
that the infant died with symptoms of intesti- 
nal obstruction. It would be presumptuous 
indeed to alter Fitz’s description which accom- 
panies illustration No. 6. The specimen is sim- 
ilar to the anomalies found in our eases No. 1 
and No. 3. 

Garnett Wright*® demonstrated, at operation, 
a diverticulum thirty-seven inches long com- 
mencing at the upper end of the sigmoid colon 
and running obliquely downward between the 
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leaves of the mesosigmoid loop and passing be- 
hind the posterior parietal peritoneum. The 
blood supply in Fitz’s ease (q.v.), Wright’s 
ease, and in our three were similar in that the 
vessels supplying the normal intestine were 
peripheral to or branches of those supplying 
the diverticulum or reduplication. Technical- 


ILLUSTRATION NO. 6. 


The specimen described by Fitz (From the Warren Muse- 
um). 

two more or less parallel intestinal tubes, cut transversely 
across in their continuity, are continued within a single mesen- 
tery. The blood vessels of the latter terminate in the wall 
of the outermost tube, first supplying branches to the inner 
tube. The diameter of the outer tube is relatively uniform 
throughout, while that of the inner, in general somewhat nar- 
rower, becomes dilated in the immediate vicinity of an opening 
through which the canals of the tubes communicate with each 
other. The contiguous portions of the walls of the two tubes 
are in close proximity to each other throughout the greater part 
of their course, and are fused near the common opening. 

“The walls are composed of mucous, muscular, and perit- 
oneal coats. The mucous membrane of the outer tube shows 
slightly projecting transverse folds in the vicinity of the open- 
ing, while that of the inner tube is relatively smooth. Villi 
and crypts are present in both. 

“The opening between the tubes is rounded, sharply defined, 
one third of an inch in diameter, and appears to be covered 
with mucous membrane. The canal of the inner tube is con- 
tracted in the immediate vicinity of the opening, and its wall 
at this point is thickened and fibrous.” 


ILLUSTRATION NO. 7. 


Warren Museum specimen 17732, transilluminated. Trans- 
illumination is suggested as a useful procedure during opera- 
tion as the relations are difficult to demonstrate. 


ly this is of importance as resection of the re- 
duplication necessitates resection of the adja- 
cent intestine whose blood supply is sacrificed 
by the resection of the reduplication. Dren- 
nen’ has stressed this point in connection with 
the ileocecal cysts not Meckel’s in type. 


A second important technical consideration is 
the requirement of meticulous palpation and 
inspection of the entire intestinal tract and its 
mesentery. It is difficult to demonstrate these 
anomalies at operation. The suggestion is made 
that transillumination of the mesentery will be 
helpful. In our case No. 1 the anomaly was not 
recognized completely at the initial operation 
but was at the second. At this time the opera- 
tor quite easily followed the intramesenteric 
course of the diverticulum but nearby spectators 
could see it indistinctly. In case No. 2 the 
character of the anomaly was not recognized 
at operation but in No. 3 it was recognized at 
once probably because of the operator’s experi- 
ence in case No. 1. Wright*® recognized his 
case at operation. It was in relation with the 
colon. 

Consideration of these three cases adds weight 
to the opinion expressed in connection with a 
study of experience with Meckel’s diverticulum’, 
i.e., that infants and children presenting a long 
history of symptoms referable to the abdomen 
are entitled to and should receive a gentle but 
meticulously thorough exploration of the ab- 
dominal viscera when other diagnostic methods 
prove inconclusive. This is all the more true 
if melena is a symptom. There is every reason 
to believe that resection of such anomalies is 
feasible and will relieve symptoms if an oppor- 
tunity is afforded to perform a deliberate lapar- 
otomy at a time when the patient is in good eon- 
dition. 


SUMMARY 


Three additional instances of giant diverticu- 
lum or reduplication of a segment of the in- 
testinal tract are reported. 


The theories explaining the development of 
these anomalies are summarized. 

The technical problems involved because of 
the blood supply and the difficulty of demon- 
strating the anomaly are discussed. 

The three cases reported confirm our belief 
that exploratory laparotomy, at a time when 
the patient is in good condition, is indicated for 
those infants and children who present a long 
history of undiagnosed abdominal symptoms. 

A bibliography of enteric cysts, diverticula, 
and reduplications of the intestinal tract is of- 
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Since this paper was prepared, Dr. D. E. Robert- 
son of Toronto has operated on a similar case. I 
am indebted to him for permission to quote from 
his letter. 


“Yesterday I examined a girl, twelve years of age, 
who has a large intestine which has two lumens. 
I do not know where the two lumens begin at the 
central end, but suspect they begin in the caecum. 
They are separated throughout from the splenic 
flexure to the distal end at all events. The one 
opens through a normal anus and functions normal- 
ly, the other opens with a minute opening in the 
vagina and this was the cause of an impaction of 
faeces which occurred in it and made a large mass 
which extended half way up the ascending colon. I 
did an anastomosis just inside the anus between the 
two recta, and they each had a normal musculature 
and muscle coat. I was very disappointed to find 
that this case did not have two appendices as it 
seemed to me to have two caeca.” 


DIABETES INSIPIDUS* 
Treatment With Posterior Lobe Pituitary Powder Intranasally 


BY ALEXANDER MARBLE, M.D.t 


LTHOUGH diabetes insipidus is an uncom- 
mon condition, the usual effectiveness of 
treatment with posterior lobe pituitary extract 
is universally recognized. Since Blumgart’s* 
studies, the convenient intranasal route of ad- 


*From the George F. Baker Clinic, Elliott P. Joslin, M.D., 
— Director, at the New England Deaconess Hospital, 
oston. 


tMarble, Alexander—Physician, New England Deaconess Hos- 


pital, Boston. For record and address of author see “This 
Week’s Issue,’’ page 1147. 


ministration has been widely used to supplant 
subcutaneous injections. Most clinicians, how- 
ever, in using this method have employed liquid 
pituitary preparations either as a spray or on 
cotton pledgets inserted into the nose; pituitary 
jelly has also been used. It has not been gen- 
erally appreciated that the intranasal insuffla- 
tion of pituitary powder is equally, if not more, 
convenient and effective? and is far less expen- 
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sive than other forms of therapy. Recent re- 
ports on this subject have been made by Smith* 
(whose paper stimulated us to use pituitary 
powder), by Canelo and Lisser* and by Adlers- 
berg’. The purpose of the present note 1s to 
record briefly our own experience. 

Our series includes four eases. In three of 
these the condition is idiopathic in type; in the 
fourth a brain tumor (glioma of the optic 
chiasm) was demonstrated at operation in De- 
cember, 1927. 


Case 1—Miss R. S., was first seen on September 13, 
1933 at the age of eight years. She had always 
been a nervous child. She had had no illnesses ex- 
cept pertussis at the age of five and an attack of 
tonsillitis in the spring of 1933. Polyuria and poly- 
dipsia had been noted since about August 1, 1933. 
Physical examination showed her to be pale and 
undernourished; the tonsils were moderately en- 
larged and scarred. Upon examination of the urine 
a specific gravity of 1.001 was noted; the tests for 
albumin, sugar, bile, and diacetic acid were nega- 
tive. Examination of the blood showed slight 
anemia, the fasting blood sugar was 0.07 per cent, 
nonprotein nitrogen, 25 mgm. per cent and plasma 
cholesterol, 197 mg. per cent. Ophthalmoscopic ex- 
amination and roentgenograms of the skull gave 
normal findings. 


At the New England Deaconess Hospital in Sep- 
tember 1933, the antidiuretic effectiveness of pitui- 
tary extract given subcutaneously was quickly dem- 
onstrated and treatment by the nasal route at- 
tempted. The liquid extract was introduced into 
the nostrils on small cotton pledgets, but in our 
patient this procedure caused considerable discom- 
fort and irritation. Consequently administration by 
means of a nasal spray was used with good results. 
The parents were instructed to use at home the 
nasal spray supplemented by subcutaneous injec- 
tions when nasal irritation or nose colds made the 
intranasal route unsatisfactory. 


Treatment with posterior lobe powder was begun 
during a two-day hospital stay in February, 1935. 
Unfortunately the time was too short to permit 
desirable studies. During the first day no specific 
medication was given; during the second, approxi- 
mately 200 mgm. of pituitary powder was blown 
into the nose in four doses. Despite the skort 
period of observation and despite a coryza with 
nasal discharge, the urinary volume during the sec- 
ond twenty-four hour period was kept down to 3090 
cc. as compared with an output of 5310 cc. in the 
previous twenty-four hour period when no medica- 


tion was given. The comparative results are shown 
in table 1. 


TABLE 1 


EFFECT OF PosTERIOR LoBE PITUITARY POWDER 
INTRANASALLY 


Case No. 1, Miss R. S. 
1935 Fluid Urine Specific 


Intake Output Medication 
ce. ce. 


February 1-2 4590 5310 None 


2-3 3450 3090 Approximately 200 
mgm. Pituitary 
powder intranasally 
in 4 doses. 


Letters received from the parents since hospital 
discharge indicate that treatment by insuffiation of 
powder has been much more convenient, though per- 
haps not quite so effective, than by subcutaneous 
injection. They find that the effectiveness is defi- 
nitely reduced in the presence of a head cold with 
nasal discharge. During the two months from June 
19 to August 20, 1935, the cost of treatment with 
pituitary powder has averaged less than five cents 
a day. 


CaAsE 2—Mr. D. D., was sixteen years of age when 
he first came for treatment on January 5, 1934. 
Thirst and polyuria had been present since Aug- 
ust, 1933: the onset of symptoms had apparently 
been gradual. On the advice of his home physician, 
pituitary extract had been taken with a good anti- 
diuretic effect both subcutaneously and intranasally 
in the form of a spray. For three weeks, however, 
he had suffered so much from irritation of the nasal 
mucosa that he dreaded to use the pituitrin. Roent- 
genograms of the skull taken elsewhere on Novem- 
ber 20, 1933 had shown a normal sella turcica. Blood 
and urine studies showed no abnormalities other 
than the low urinary concentration (specific gravity 
1.004). Examination, including ophthalmoscopic 
study, showed him to be in good general physical 
condition. 

The patient was not admitted to the hospital. He 
was advised to try a nasal jelly containing the pit- 
uitary principle and to use subcutaneous injections 
of liquid pituitary extract at such times as intra- 
nasal medication was uncomfortable. 

When seen on November 2, 1934 he was found 
to be in good general physical condition. He had 
soon given up the nasal jelly since he could not 
secure satisfactory results with its use. He had 
come to rely chiefly on the intranasal spraying of 
posterior pituitary extract with at least five appli- 
cations a day. 

Following this visit we suggested that he try 
the intranasal insufflation of posterior lobe pow- 
der. On January 21, 1935 he wrote, “I started using 
the powder you had sent to me from the Deaconess 
Hospital Dec. Ist and it lasted me until Jan. 10th, 
taking it four times a day. I have found it much 
more effective than the liquid and would much 
rather use it. There were only two or three days 
out of this time that I did not use it as I had a very 
bad head cold and it did not seem to have any 
effect. There is certainly a great difference in the 
price between the powder and the liquid, which is 
fortunate for us.” 

Again on April 4, 1935 his mother wrote: “The 
bottle of powder that we got from our local drug- 
gist . . . lasted from January 10th to March 1st 
Saas Mornings it will last about three to four 
hours, afternoons from four to five hours. He takes 
about one sniff up each nostril four times a day, 
that is, mornings, noon, after supper and on going 
to bed. The powder seems much more effective 
than the liquid and, of course, there is a decided dif- 
ference in the cost. For convenience there does 
not seem to be much difference.” 

A four gram bottle of powder then lasts this pa- 
tient from forty to fifty days. Such a bottle is sold 
at retail from $3.75 to $4.00. Hence the medication 
in this form costs him less than ten cents a day 
as opposed to thirty-five to seventy cents a day using 
the liquid preparation as a spray or subcutaneously. 


CasE 3—Mrs. L. H., forty-four years of age, was 
first seen on March 25, 1935. For twelve years she 
had suffered from excessive thirst and polyuria. 
Except for measles, mumps, and whooping cough 
in childhood and jaundice at the age of seventeen, 
she had had no noteworthy illnesses. She had five 
sons living and well. Eleven years before she had 
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been studied at the Massachusetts General Hospital 
where treatment with pituitary extract (intranasal 
spray) had been used with success. The patient 
had had difficulty in getting the drug in her home 
town, however, so that for the most of the ten 
years she had received no medication, nor had she 
sought medical advice. She stated that at times 
she had voided as much as four gallons of urine a 
day. Although now she awakened only once or twice 
a night to urinate, in the past she had at times 
arisen as many as twelve times. She reguiarly was 
drinking two quarts of water during the night. 


Physical examination showed her to be in good 
condition except for acne rosacea, slightly enlarged 
tonsils, hyperactive patellar reflexes, and varicose 
veins of the lower legs. Studies of the blood and 
urine together with a roentgenogram of the skull 
gave essentially normal findings, except for the 
large volume and low specific gravity of the urine. 
The basal metabolic rate was —3. 

Following a control period during which no spe- 
cific medication was given, pituitary extract was 
admirfistered by intranasal insufflation. The re- 
sults are shown in table 2. 


TABLE 2 
EFFECT OF PosTeRIOR LOBE PITUITARY POWDER 
INTRANASALLY 
Case No. 3, Mrs. L. H. 
Date Fluid Uri- Remarks 


1935 In- nary 
take Volume 


March 26-27 3960 4380 No specific medication. 
27-28 4200 3630 
28-29 3030 3660 
29-30 2190 1230 #£Pituitary powder, ap- 
proximately 200 mgm., 
intranasally in 4 doses 
30-31 930 1080 


The patient was allowed to go home on a varied, 
low-salt diet and instructed to use the pituitary 
powder as often as necessary to control her symp- 
toms. On April 28, 1935, she wrote: “I am getting 
along fine with three doses a day and one capsule 
(200 mgm.) will go three days. When I feel that I 
must have more I take it. I never have to get up 
nights and I feel better in every way.” 

Again on August 13, 1935 she wrote, “I cannot 
begin to tell you how much more comfortable I have 
been this summer. Even the hottest days I did not 
care for as much water as others. I have not had 
to get up at night more than three times since 
I came home (a period of 4% months). I only have 
to take the powder 3 times a day.” She further 
stated that the first bottle of four grams lasted 
from April 1 to July 10, or one hundred days; thus 
the actual cost was about four cents a day. 


CAsE 4—Miss H. E. L., was ten years of age when 
first seen on June 7, 1926. The diagnosis of dia- 
betes insipidus had been made a year before in the 
Canal Zone because of extreme polydipsia and poly- 
uria, with the urinary volume ranging between 3,500 
and 5,500 ce. per twenty-four hours and a urinary 
specific gravity as low as 1.001. Pituitary extract 
had been given subcutaneously. 

In Boston in 1926 the findings were essentially the 
same. Ophthalmoscopic examination and roentgeno- 
grams of the skull gavé no evidence of brain tumor, 
nor was this diagnosis thought likely by neuro- 
logical consultants. She was not seen again until 
November, 1927 when she was brought back for 


observation because of total blindness which was 
said to have come on in the course of a few days. 
Ophthalmoscopic examination then showed bilateral 
optic atrophy. She was transferred to the Peter 
Bent Brigham Hospital where on December 12, 1927 
a right transfrontal exploration was carried out by 
Dr. Harvey Cushing and a biopsy of a tumor (glioma 
of the chiasm) performed. Following this, four ir- 
radiations of the skull were given at intervals up to 
March, 1928. 

The operation and x-ray treatments had rela- 
tively little immediate effect upon the polyuria and 
polydipsia. At the Peter Bent Brigham Hospital 
in December, 1927 the urinary output on three suc- 
cessive days had been 4100, 3000, and 3300 cc. with 
fluid intakes of 6100, 4000, and 4800 cc. respectively. 
During a second stay in the hospital in March, 1928 
the urinary output was 4200 and 5000 cc. on two 
successive days with fluid intakes of 5400 and 4200 
ce. respectively. In late years, however, there has 
seemed to be some lessening of the severity of 
symptoms, and except for the blindness, she has 
been well. Physical examination has been essen- 
tially negative except as regards the eyes. 

At periodic office visits made since December, 1931 
the specific gravity of the urine has varied from 
1.002 to 1.005 and the volumes of a single specimen 
has been as great as 940, 1,000, and 1,225 cc. Since 
December, 1931 until recently the patient had not 
taken pituitary extract subcutaneously because the 
total blindness made self-medication difficult and 
because she had adjusted herself to the polydipsia 
and polyuria. She regularly got up two or three 
times a night to void large quantities of urine. 

In April, 1935, the use of pituitary powder intra- 
nasally was suggested. The patient has used it 
more or less regularly since, giving it to herself at 
bedtime (none during the day) by intranasal insuf- 
flation. At first she found the powder irritating to 
the nose and complained of a choking sensation after 
its use, but this no longer bothers her. On August 
12, 1935 her mother stated that with the single dose 
at bedtime the patient was able to sleep through the 
night (until 6 A.M.) comfortably without arising 
because of thirst or desire to void. 


COMMENTS 


Results with the intranasal use of posterior 
lobe powder in the above cases have obviously 
been highly satisfactory. In the first place, the 
mode of administration is much more convenient 
and less painful than the injection of pituitary 
extract subcutaneously. It is possibly less irritat- 
ing than liquid pituitary extract applied on cot- 
ton pledgets and just as convenient as the ad- 
ministration of the liquid by intranasal spray. 
Secondly, there is a great saving in expense over 
other forms of treatment. The cost of pituitary 
powder averages from four to ten cents a day 
as compared with at least thirty-five to seventy 
cents a day for liquid pituitary extract (in 
preparations ordinarily available) given intra- 
nasally or subcutaneously. 

One of our patients has tried with success the 
use of the powder as snuff as was also used by 
the patient of Canelo and Lisser*. Case 2, Mr. 
D. D., takes a pinch of the powder between the 
thumb and forefinger, inserts it into one of the 
nostrils and by sniffing draws the powder into 
the upper part of the nose. 

As aids in treatment it is helpful to advise 
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patients to limit the amount of salt in their 
diet, to avoid stimulants as tea and eoffee and 
to restrict fluids after 6 or 8 P.M. in order to 
help insure a comfortable night. We have not 
used amidopyrine (pyramidon). 


SUMMARY 


In four eases of diabetes insipidus the intra- 
nasal insufflation of posterior lobe pituitary 
powder has been used with success. The con- 
venience and lower cost of this mode of admin- 
istration are emphasized. 
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A DEPLORABLE DEVELOPMENT IN THE ECONOMICS 
OF RADIATION THERAPY 


BY FRANK EDWARD WHEATLEY, M.D.* 


HIS paper was inspired by the rather in- 

sistent request of a physician that I treat 
a superficial growth on his patient’s ear by 
deep therapy. As this was not the first indi- 
eation I have had that there is a general mis- 
understanding in regard to the value of various 
types of x-radiation, I believe there is need for 
a general reconsideration of this subject. The 
reason for the confusion is easy to understand 
when we consider the recent developments in 
radiation technique. Up to about thirteen years 
ago, the radiologist’s armamentarium consisted 
of radium, and x-rays produced by voltages 
below 140,000. Radiation therapy was an ac- 
cepted method of treatment in a large number 
of pathological conditions, but our early hopes 
that radiation would prove a cure for internal 
malignancies were disappointed. 


About that time rumors came from Germany 
that they had developed x-ray tubes and appa- 
ratus operating at 200,000 or more volts and 
consequently capable of delivering more pene- 
trating x-rays. Soon our medical literature 
was flooded with dramatic case reports of pa- 
tients apparently hopelessly infected with can- 
cer who had been ‘‘cured’’ by massive doses of 
penetrating x-rays. American radiologists were 
not slow to follow this lead and American man- 
ufacturers developed the necessary apparatus. 
Medical literature was further enriched by san- 
guine statements of the men who were pioneers 
in this work. The magic term ‘‘Deep Therapy’’ 
was evolved and we had high hopes that science 
had at last discovered a most formidable weap- 
on against the cancer scourge. Soon, however, 
reports from Germany indicated that many of 
the early cases treated by massive doses of deep 
therapy were dead, not from the disease but from 
the effects of the radiation. As time went on 
it was realized that while deep therapy was a 
decided advance in the treatment of internal 
cancer, it was capable of producing very serious 
consequences, so that gradually the practice of 

*Wheatley, Frank Edward — Roentgenologist, Goddard Hos- 


pital, Brockton, and Milton Hospital, Milton. For record and 
address of author see “‘This Week’s Issue,” page 1147. 


applying massive doses was discarded and 
smaller doses were adopted. 

Recently, following the method of Coutard 
in the relatively successful treatment of laryn- 
geal carcinoma, some radiologists are using a 
large number (20-40) of small doses of pene- 
trating rays in the treatment of many other 
unrelated conditions. The total dosage given 
is much greater than heretofore thought safe. 
It may be that the method will prove to be an 
answer to the problem of the treatment of ma- 
lignaney, but the returns are not in, and time 
will be the final arbiter. Meanwhile, the eco- 
nomic aspect of the method would tend to limit 
its use in al} except the more desperate cases. 

Laboratory and clinical experience have 
shown that the beneficial effect of radiation is 
due to that portion of the beam that is ab- 
sorbed in the tissue under treatment, so that 
extreme penetration is probably of advantage 
only for the purpose of reaching a deep-seated 
lesion. In addition, it is believed by most 
authorities that the therapeutie action of radia- 
tion is not a function of its wave length, so that 
there is no particular difference between the 
effect of deep therapy or short-wave x-rays, and 
that of x-rays produced at moderate voltages, 
provided only that the intensity of the ray in 
the tissue under treatment is the same. 

At this point it may be well to explain that 
when we speak of deep therapy, we are speak- 
ing of x-rays produced by voltages of 200,000 
or more and having a wave length of about .15 
or less angstrom units, and when we speak of 
moderate voltage x-rays we are speaking of 
those produced by voltages up to 140,000 and 
having wave lengths of .23 to .30 angstrom 
units. These wave lengths are those that emerge 
from suitable filters. When we come to treat a 


patient with the short-wave therapy, a term 
which I will substitute for the term ‘‘deep 
therapy’’, we find that at depths of four inches 
the dosage, depending on the portal, may be 
about 35 per cent of that at the skin surface. 
In contrast to this is the fact that the dosage 
with moderate-wave length with the same por- 
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tal at four inches depth is approximately 20 to 
25 per cent that at the skin surface. The signif- 
icance of these facts is that with short-wave 
therapy we get about 1/3, and with moderate- 
wave therapy about 1/5 of our incident beam, 
to reach the depth of four inches. If the depth 
of the disease is less, the difference is less and 
with lesions in or near the skin, great penetra- 
tion is not desirable. By suitable cross firing 
we can accomplish practically the same result 
with either wave length but, of course, the 
short-wave therapy accomplishes the result more 
satisfactorily in the deeper lesions. 


As a practical matter, however, a large per- 
centage of lesions requiring radiation therapy 
do not eall for intensive doses of penetrating 
rays, and can be handled equally well by mod- 
erate-wave therapy. As a proof of this state- 
ment, it is interesting to review the early lit- 
erature of x-ray therapy. Dr. F. H. Williams 
of Boston, in his book ‘‘The Roentgen Rays in 
Medicine and Surgery’’ 1901, reviews the cur- 
rent literature. Freund in 1897, two years 
after the discovery by Roentgen, treated hyper- 
trichosis successfully with twenty hours’ ex- 
posure, producing no other skin reaction. The 
length of exposure shows the feeble ray avail- 
able at that time. Schiff treated lupus success- 
fully in the same year. Kummell in 1898 treated 
lupus with two treatments of fifteen minutes 
each per day for two months, when the lesions 
were healed. Williams in 1900 was enthusi- 
astic about the use of x-rays in eczema, sycosis, 
favus, and acne. In 1901 he reported success 
in treating epidermoid cancer of the lip (biopsy 
done by Dr. Mallory) with submaxillary gland 
involvement, using in all about two hours’ expo- 
sure. He relates several other successful cases 
all of which were studied microscopically by 
Drs. Mallory, Wright, and Councilman. Dr. 
Mallory noted, in a biopsy made after treat- 
ment, that ‘‘the reaction on the part of the 
normal tissue was surprisingly slight’’ and Dr. 
Williams stated, ‘‘It would seem that the x-rays 
have a selecting action.’’ He sums up his ex- 
perience in the use of x-rays in external new 
growths as follows: 


1. Treatment is adapted to external new 
growths which have not great depth, 
though they may cover much surface. 
The treatment causes no pain. 

No delay because of operation. 

Pain and odor are relieved. 

Healing follows without causing burn. 
Cosmetic results excellent. 

Treatment carried on without patient giv- 
ing up work. 

Operation may be done on larger growths, 
followed by x-rays. 


He classified new growth cases coming to the 
Boston City Hospital for several years and 
found out of a total of 635, 318 were internal 


while 317 were external and amenable to x-ray. 
Certainly, if Williams in 1901 with the inade- 
quate apparatus then available, was getting 
good results, and believed from his experience 
that about one-half the cancer cases at the Bos- 
ton City Hospital could be helped with x-ray, 
it is certain that with even the poorest equip- 
ment we now have, we can do considerably bet- 
ter. 


The literature up to the advent of short- 
wave apparatus abounded with reports of suc- 
cessful treatment of all sorts of lesions with 
low or moderate voltage radiation. Modern lit- 
erature, which is based upon experiences both 
with short-wave therapy and moderate-wave 
therapy, has many references in which moder- 
ate-wave therapy is preferred to short-wave 
therapy, although some authors believe that 
short-wave therapy is superior. 


For example: Leddy’ of the Mayo Clinic, 
‘*One purpose of this paper is to validate the 
exclusion of high voltage in inoperable carci- 
noma of the breast.’’ He advocates the use of 
130,000 volts maximum in inoperable carcinoma 
of the breast where no deep metastases, or bone 
metastases exist. Lauritsen of the Institute of 
California’, ‘‘It is reasonable then to conclude, 
as Meyer does, that there is no advantage and 
probably even harm in using hard (short-wave) 
roentgen rays or radium rays for superficial and 
intermedially located lesions.’’ Portmann’, 
Cleveland Clinic, Cleveland, Ohio says, ‘‘There- 
fore, I am of the opinion that in the postopera- 
tive treatment of mammary carcinoma, the ra- 
diation should, so far as possible, be limited to 
the chest wall by a low voltage technique 
(140,000 volts maximum). Dosage over the 
chest wall should be modified to prevent dam- 
age to the organs of the chest and the elements 
of the blood.’’ Grier* of Pittsburgh states, ‘‘T 
believe that the effect on cancer cells produced 
by Roentgen rays of different wave lengths (pro- 
duced by different voltages) is not greatly dif- 
ferent for the same dosage.’’ Pfahler® uses 
130,000 volts maximum in treatment of cervical 
adenitis. Groover and Christie’ in a paper on 
roentgen treatment of hyperthyroidism use 
140,000 maximum. Hirsch and Holzknecht’ 
advise the use of deep therapy only in internal 
carcinoma, glioma, inoperable sarcoma, medias- 
tinal tumor, cerebral tumors, hypophyseal tu- 
mors, hypernephroma, and syringomyelia; on all 
other lesions amenable to radiation including 
carcinoma of the skin, they advocate voltages 
less than 150,000 maximum. Widmann’, Phil- 
adelphia General Hospital, discussing carci- 
noma of the lip states, ‘‘The effects of different 
qualities of radium and Roentgen rays have been 
observed to be equally good.’’ 


The apparatus necessary for the shorter wave 
length x-ray is highly expensive, the mainte- 
nance cost is great, and the exposure time is often 
several times that used with moderate wave 
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length x-rays due to the heavy filtration neces- 
sary. All these factors add to the expense. 

A limitation of all x-ray therapy is that re- 
sulting from radiation sickness, so that it is im- 
possible to utilize full dosages without produce- 
ing serious discomfort to the patient. In many 
institutions using short-wave therapy, divided 
doses are given, the maximum being twenty-five 
per cent of a full dose, partly to avoid radia- 
tion sickness. It is my observation that this un- 
toward reaction to radiation is considerably 
more likely to oceur when short-wave rays are 
used than when equal doses of moderate-wave 
rays are employed, especially when the treat- 
ment is directed to the abdomen. This com- 
plication results in the necessity of giving a 
series of small doses and when this is done the 
short-wave apparatus costs mount accordingly. 


As an illustration of this point, I recently 
treated, with moderate-voltage, a patient for 
menorrhagia, completing in one dose a series 
given elsewhere by deep therapy. She had re- 
ceived six treatments at a cost she could ill af- 
ford, and was agreeably surprised to learn that 
the proportionate cost of moderate voltage ther- 
apy was considerably lower. In my experience, 
the average menorrhagia case can be handled 
equally well with moderate-wave therapy at an 
expense of about one-half that of deep therapy. 

I do not wish this paper to be interpreted as 
antagonistic to short-wave therapy which has a 
distinct field, and is a great advance over previ- 


ous radiation in certain limited conditions. I 
do, however, want to impress the fact that there 
is a misconception in the minds of many physi- 
cians who believe that short-wave therapy is su- 
perior to any other radiation in every case—a 
misunderstanding that results in the deplorable 
situation that an unnecessary economic burden 
is placed upon the unfortunate patient. I be- 
lieve that in these days where the ‘‘high eost 
of medical care’’ is a public issue, the physician 
should not prescribe short-wave or ‘‘deep’’ ther- 
apy, but should refer his patient to the radiolo- 
gist, and let him determine the type of treat- 
ment that should be given, taking into account, 
not only the pathological condition, but also all 
other factors which should influence the choice 
of the type of treatment to be given. 
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RECONSTRUCTION OF THE VAGINA FROM 
A PORTION OF THE SIGMOID* 


Report of a Case 


BY HERMAN C, PITTS, M.D.t 


RS. J. C., twenty-nine years old, was sent to 
me September, 1930 by Dr. Sullivan of New- 
port complaining that “water comes away all the 
time”. Her story was that she had been deliv- 
ered by forceps of a dead baby four years before 
while still living in the Cape de Verde Islands. 
Since then she had had another pregnancy ter- 
minated successfully by Caesarian section. 
Examination showed a deep healed laceration of 
the tissues to the right of the urethra and _ in- 
volving the urethra to a considerable extent. The 
perineum was badly lacerated. The caliber of the 
vagina was small—would admit the little finger only 
as far as the cervix. This contraction was due to 
masses of scar tissue, evidently following trauma 
from forceps. 
I felt that her incontinence could be helped by 
some plastic work on the urethra and that at the 


*Read by title at the Annual Meeting of the New England 
Surgical Society, at Manchester, N. H., September 28, 1935. 

*Pitts, Herman C.—Surgeon, Gynecological Department, Rhode 
Island Hospital, Providence. For record and address of author 
see “This Weck’s Issue,” page 1147. 


same time the caliber of the vagina could be en- 
larged. 

The operation was done October 7, 1980. The re- 
sult on the urethra was excellent. The patient re- 
ported in May, 1931, that she had good control. 
The vagina, however, was not so satisfactory. Sex- 
ual intercourse was impossible. So on May 12, 1931 
I tried again—this time turning in a flap from the 
side of the vulva on the right. The result, as be- 
fore, was very disappointing. In October, 1933, the 
vagina was little better than a cord of scar tis- 
sue. Both she and her husband were very insistent 
that something be done—the condition present was 
ruining their family life. 

I talked to them at that time about making a new 
vagina from the bowel but did not encourage the 
undertaking. 

Nothing more was heard from the patient until 
June, 1934, when she came in declaring she was 
ready to do anything to end the present uncomfort- 
able situation. 

— 13, 1934. Operation. Rhode Island Hospi- 
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Under ether anesthesia the vaginal mucosa in- 


cluding all scar tissue was removed from the in- 
troitus to the cervix. The abdomen was opened— 
a complete hysterectomy done and the left tube and 
ovary removed. An attempt was made to find a 
loop of ileum long enough to serve the purpose, but 
the mesentery proved too short. Failing this, a ten 
inch segment of sigmoid was isolated and a lateral 
anastomosis of the cut ends of the bowel done above 
to restore its continuity. Then the isolated seg- 
ment was folded on itself and carried down into 
the prepared vaginal cavity to the introitus.. The 
peritoneum was drawn over the operative site above, 
ihe abdomen closed and patient again changed to 
the lithotomy position. The folded end of the bowel 
presenting at the introitus was opened and the edges 
stitched to the raw edges of the vaginal entrance. 
This left a double-barreled passage extending up- 
ward about five inches. The two canals were packed 
with iodoform gauze. 

The patient made a satisfactory recovery. When 
I saw her July 10, 1934 there was some discharge 
and the entrance to the new vagina had contracted 
a little. The median septum was very apparent and 
acted as an obstruction. 


In October, 1934, she was sent to the hospital 
again and clamps were applied to the septum in 
the new vagina. The pressure of course caused 
sloughing as far as the clamps reached, so that 
when she left the hospital there was a single canal 
for about four inches. At the time the clamps were 
put on, the constricting band surrounding the vaginal 
entrance was cut with a tenotomy knife. 


I saw this patient last, May 24, 1935 not quite a 
year after the new vagina had been made. _Inter- 
course was still painful. The tube was well open 
and certainly seemed perfectly capable of fulfill- 
ing the function for which it was intended. The 
remains of the septum high up should be gotten rid 
of and I mean to do something for this at a later 
date. At the time of this last examination, the lin- 
ing of the vagina was still soft and velvety like 
that of newly opened intestine. I had hoped it 
would become tougher and more like vaginal mu- 
cosa. 


In reviewing this case, I have regretted that I 
used a loop of sigmoid and not a single section, 
but at the time the bowel was so contracted that I 
thought a single tube would not be large enough. 


DR. WILLIAM BEAUMONT* 


BY WALTER R. STEINER, M.D. 


N June Ist of this year, the citizens of the 

town of Lebanon, Connecticut, united with 
the Beaumont Medical Club to dedicate, at 
Lebanon, the Beaumont Memorial Highway. 
At that time the memorial address, with Pro- 
fessor Russell H. Chittenden presiding, was 
given by Dr. Harvey Cushing of New Haven. 
His lucidity of expression and charm of style 
will cause that address to be long remembered. 
On that occasion also our Governor, the Honor- 
able Wilbur L. Cross, and Lieut.-Col. Robert H. 
Duenner of the United States Army spoke upon 
Beaumont. The wealth of material then exhib- 
ited upon him naturally causes me some em- 
barrassment and would force me to decline this 
honor, were it not for the fact that I have in 
previous years spoken upon him in Plattsburgh, 
Chicago, Philadelphia and New Haven, so that 
I hope I may be able to gather together now 
some references to him which had not been 
mentioned, for lack of time, one month ago. Es- 
pecially would I like to dwell somewhat upon 
the letters which he wrote home to his family 
here in Lebanon. 

He was born in Lebanon on November 21, 
1785, being the son of Samuel and Lucretia 
(Abel) Beaumont. He was a farmer’s boy, 
was fifth in descent from William Beaumont 
who came to Massachusetts in 1635 and mi- 
grated with John Winthrop, Jr., to Connecticut, 
where he appvars at Saybrook in 1640. Cour- 
age was one of Beaumont’s prominent charac- 


*An address delivered at Village Hill on July 1, 1935, at the 
opening of the Beaumont Highway. Village Hill is situated 
on the Beaumont Highway, half way between Willimantic and 
Lebanon. 


+Steiner, Walter R.—Consulting Physician, Hartford Hospital. 
For record and address of author see “This Week's Issue,’’ 
page 1147. 


teristics which caused him, at one time, on a 
dare to stand nearer a cannon that was being 
fired than any of his playmates. It probably 
was an important factor in the permanent de- 
fective hearing which later developed. After 
being educated at the village school, he stayed 
home to help his father till the fields of their 
farm until he had arrived at man’s estate, when 
seeking adventure, he set out from home jour- 
neying northward with a horse, a cutter, a bar- 
rel of hard cider and $100 of hard-earned 
money. Reaching Champlain in the spring of 
1807 he found favor in the eves of the people 
there, was given the job of school teacher, tend- 
ed store, and in his spare time, whenever there 
was any, began the study of medicine, borrow- 
ing books from the library of Dr. Seth Pom- 
eroy of Burlington. In one of his letters home 
on December 29, 1807, we learn he is now upon 
the last half of the quarter term and his school 
consisted of sixty and odd scholars who were 
daily increasing. He thought the prospects 
there ‘‘more encouraging than they were in 
Connecticut’’, and wished to remain there unless 
his return would contribute to his parents’ 
‘‘ease, happiness and satisfaction’’. Later we 
learn on March 8, 1808, he was in his fifth quar- 
ter in teaching school. An uncle living in 
Champlain, being a strong Federalist called 
him, on account of his Jeffersonian principles, 
‘‘the imp of his father’’. These strong Demo- 
cratic tendencies are exhibited in a number of 
letters, in one of which he writes: ‘‘Since the 
election (or Freeman’s meetings as they are 
called in Connecticut) the Feds stand aghast, 
their eyes distended with wrath and indigna- 
tion, their countenances disfigured with mingled 
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expressions of shame, chagrin and disappoint- 
ment.’’ Later he thus responds to a taunt of 
Luther Newcomb of Lebanon that he had be- 
come a Federalist: ‘‘Sooner might they move 
the everlasting hills than to bribe my integrity, 
waver my faith, shake my belief or divert my 
course from the polar star of Republicanism 
while reason holds her empire over the province 
of my intellect.’’ 

He seems to have gone to Lebanon in the 
summer of 1808, but had returned to Cham- 
plain by the fall. In January of the following 
year we learn from another letter that he had 
between sixty-five and seventy scholars to look 
after so he was ‘‘in constant employment with 
searce time to unbend his mind at night’’. In 
a letter to his brother Abel at this time he writes 
him the following advice in the high flown lan- 
guage of that period: ‘‘let virtue, truth and 
honesty be your planetary guide, temperance, 
justice, fortitude and prudence your cardinal 
points, faith, hope and charity your horizon, 
philanthropy, benevolence, friendship and phi- 
losophy your atmosphere and the elements of 
life will be smooth, transparent and pleasant; 
gently gliding over your imagination like the 
eastern morning breeze across the swelling field 
of wheat.’’ In another letter on April 3, 1810, 
we are informed that he had closed his peda- 
gogical career and was then pursuing the study 
of medicine under Dr. Benjamin Chandler at 
St. Albans. After two years spent thus, he 
was granted a license to practise medicine by 
the Third Medical Society of the State of Ver- 
mont and some months later entered the Army 
as Surgeon’s-Mate. In the War of 1812 he 
was at the capture of York and finally in the 
battle of Plattsburgh, where he was highly 
complimented for his bravery under fire. 

Soon after the War he resigned from the 
Army and commenced the practice of his pro- 
fession in Plattsburgh, keeping a store at the 
same time along with two physicians successive- 
ly until he reéntered the Army as Post-Surgeon 
in 1819 when his practice was left to his cousin, 
Samuel Beaumont. During this period of his 
practice in Plattsburgh, the following amusing 
advertisement appeared in the Republican, 
which was the town’s newspaper: 

“The person who took a small glass Sand 
Box from the office of Doct. Beaumont is re- 
quested to return it, and save their reputa- 


tion as it is well ascertained who the of; 
fender is.” 


Unfortunately, we are not subsequently in- 
formed if the thief saved his reputation. 
Three years later a great opportunity came 
to him at Fort Mackinac, for a young French 
Canadian, Alexis St. Martin, was shot in the 
stomach at close range in the store of the Amer- 
ican Fur Company. Beaumont was called to 
attend him, and, fortunately, under Beaumont’s 
unremitting care, the patient was saved, but 


recovered with a permanent hole in his stom- 
ach. Through this hole in St. Martin’s stom- 
ach, Beaumont was able to make four series of 
experiments upon the physiology of digestion, 
but these were only accomplished under consid- 
erable difficulty for the patient was an elusive, 
drunken old reprobate. Finally, in 1833, Beau- 
mont published the results of these four series 
of experiments in a book entitled, ‘‘Experi- 
ments and Observations on the Gastric Juice 
and the Physiology of Digestion.’’ It was pub- 
lished by Frederick P. Allen of Plattsburgh and 
reissued the following year by Lilly Wait and 
Company in Boston. Fourteen years later his 
cousin, Samuel Beaumont, edited a second edi- 
tion of this book which consisted merely of many 
minor corrections. Later an English and Ger- 
man edition appeared, and still later, when the 
International Congress of Physiologists met in 
Boston in 1929, it was again republished by the 
American committee as they considered it repre- 
sented America’s foremost contribution to physi- 
ology. A copy at that time was given to each 
of the delegates along with a medal on which 
the profile of Beaumont was depicted. The book 
in its first edition was sold at $2.00 a copy, but 
now has increased in value so that it is worth 
from $50.00 upwards. The closest research of 
modern times has added only a little to the work 
done by him as represented in this book. 
Finally, in 1839, Beaumont resigned from the 
Army and entered into private practice in St. 
Louis, where in his last thirteen years he en- 
joyed a most extensive and lucrative private 
practice. His letters home, which still survive, 
are addressed mostly to his parents or specific- 
ally to his father. They all show an intense 
devotion to his family. In 1814, he writes a 
tender letter of sympathy to his mother on ac- 
count of his father’s death, and advises his 
brother Abel to look after the farm, thinking 
with a little more experience, the advice of 
others and good health he should be competent 
to look after it. He seems to have been teach- 
ing school at that time. In 1815 he writes to 
his brother Abel: ‘‘Should I get my pay soon 
and conclude not to remain in service I shall 
be in Connecticut before many months.’”’ In 
a letter he wrote Abel in regard to quitting his 
teaching to superintend and carry on the old 
farm in Lebanon he writes: ‘‘I am convinced 
that I shall, before many years, exchange my 
present profession of physics and surgery for 
that of agriculture which I am very fond of and 
grow more and more so as I advance in life.’’ 
Subsequently, Abel seems to have studied medi- 
cine and to have gone to New York to prac- 
tice, where he died a few years later. On April 
22, 1835, Beaumont writes to his brothers and 
sisters from Plattsburgh that he expects to be 
permanently located in St. Louis at least for 
several years, and adds: ‘‘if you and the girls 
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should feel a mutual migratory spirit and your 
circumstances and situations will warrant a re- 
moval from your native soil to be transplanted 
in the far west, I will be looking out for you.’’ 
In March, 1853, he fell on some ice-covered 
stone steps when returning home from a pro- 
fessional eall, and, although his injuries at the 
time seemed slight, he never entirely recovered 
from them. Later he developed a carbuncle on 
his neck, and died on April 25, 1853. His re- 
mains rest in the beautiful Bellefontaine Ceme- 
tery in St. Louis, beside those of his wife, whom 
he married as a widow—Mrs. Deborah Green— 
in 1821. She survived him seventeen years. 

Dr. Samuel D. Gross, a distinguished surgeon 
in Philadelphia, has given us the following 
sketch of Beaumont in his reminiscences. ‘‘I 
found Dr. Beaumont an agreeable gentleman, 
sauve and interesting in conversation, with great 
enthusiasm for his profession, and admiration 
for its successful cultivators. The only thing 
that marred the pleasure of this and other in- 
terviews was his deafness, which compelled him 
to use an ear-trumpet, and the listener to raise 
his voice to a fatiguing pitch. Dr. Beaumont 


was a man of small stature and delicate frame, 
with a darkish, sallow complexion, imparting to 
him a somewhat unhealthy appearance. He was 
at the time fifty-seven years of age, and looked 
old. <An active life, attended with the many 
exposures incident to an army career, had made 
serious inroads upon a constitution never strong 
and robust.”’ 

Beaumont’s genius surmounted his lack of a 
college education, his lack of a medical school 
training, his lack of a hospital experience, and 
gave to the world a name which will be long 
remembered in medical annals, for he blazed 
a path in the physiology of digestion which has 
now become a broad highway. He really belongs 
to the world, for his fame from these achieve- 
ments in the physiology of digestion has made 
him a world known figure, but we in Connecti- 
cut more especially claim him, as this is the 
land of his birth. You have set at naught the 
old adage that a prophet is not without honor 
save in his own country, by perpetuating Beau- 
mont’s memory in this highway. It will cause 
his name to be made known here even to com- 
ing generations. 


HEALTH PROTECTION EXPENDITURE 


Health protection for the public of the United 
States is disposed of with the expenditure of only 
50 cents annually per person in tax money, com- 
pared with the annual average expenditure of $4.52 
per person for police protection and $3.32 per per- 
son for fire protection. 


This is but one item in a pamphlet, “Health 
Facts,” just off the press, published by The Nation- 
al Health Council as part of the material for the 
Health Today and Tomorrow campaign, recently 
launched and planned for the winter and spring 
months. Already more than 400 cities have enlist- 
ed in the campaign, through their state or city 
health officers, who are taking the initiative in 
most of those localities. The climax of the cam- 
paign is to be, in general, an open Town Meeting 
held after a thorough community-wide health in- 
quiry has been made to discover public health needs 
in that locality. 


Most of the statistics contained in “Health Facts” 
furnish a basis of comparison of local health condi- 
tions with immediately attainable health goals. 
Among other striking statements made in this 
pamphlet, the following are a few which show the 
need for greater appropriations for community 
health work, from both public and private sources: 

We are graduating as many persons from the com- 
munity into nervous and mental hospitals as we are 
sending out into the community each year from our 
colleges and universities. More than fifty per cent 
of all hospital cases in this country are those of 
some form of mental illness. The present annual 
average of mental cases recovered or improved is 
about forty per cent. 

Another statement: Relief funds make little ap- 


preciable addition to health services for the needy. 
Social Security Act appropriations, when they be- 
come available for public health work, will not be 
large enough to make up for the depression shrink- 
age in regular health department appropriations 
since 1929. 


Under the heading, “What Voluntary Health 
Agencies Do,” we read in this pamphlet that vol- 
untary hospitals, with about half as many beds as 
government hospitals, accommodate about seventy 
per cent of the admissions in any one year. 


Through health education campaigns financed pri- 
vately the diphtheria case rate (in one urban cam- 
paign) was reduced from 197 for every 100,000 popu- 
lation, to twenty-four. 


Forty-eight per cent of the nurses available for 
community services are paid from private funds. On 
the other hand, the public health nursing service is 
the largest single item among public health expen- 
ditures—about one-third to one-half of the tax funds 
for public health goes to pay for public health 
nurses. Yet the total number of nurses now serving 
the country amounts to only one-third of the number 
needed in communities. Public health nursing or- 
ganizations have suffered a ten per cent reduction 
in income, while the volume of free service has had 
to be increased. 


“Health Can Be Measured” and “Health Can Be 
Purchased” are headings of two other sections of 
the pamphlet. This is a limited edition, and it is 
already apparent that a second printing will be nec- 
essary. To cover the cost, a nominal charge is 
made of twenty cents for a single copy and fifteen 
cents a copy in lots of 100 or more, ordered from 
The National Health Council, 50 West 50th Street, 
New York City. 
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CASE 21491 
PRESENTATION OF CASE 


A sixty year old unmarried white American 
female was admitted complaining of shortness 
of breath and a lump in the neck. 

About ,ten months prior to admission the pa- 
tient first noted that activities which she had 
previously carried on without difficulty now 
produced shortness of breath and fatigue. This 
gradually increased in severity so that climb- 
ing two flights of stairs foreed her to rest 
because of breathlessness. When excited she 
had always had some fluttering palpitation, 
which had not increased during the present ill- 
ness. Seven months before entry she noticed 
that her memory was becoming poor. She had 
occasional dizziness while standing and looking 
upward. Three months before admission she 
first noticed a swelling in her neck which be- 
came progressively larger. Shortly afterward 
her friends noticed that her voice was becoming 
hoarse, and when she swallowed food it ‘‘did 
not go down straight.’’ Occasionally degluti- 
tion was accompanied by a tight dry feeling 
in her throat. There had been no weight loss. 

One sister died of carcinoma, another of tu- 
berculosis. One brother died of a probable 
general paresis. Her father died of cirrhosis 
of the liver, her mother of carcinoma of the 
skin. 

Physical examination showed a_ well-devel- 
oped and nourished elderly woman who ap- 
peared to be quite comfortable. The skin was 
warm and moist. The eyes were symmetrically 
prominent and there was definite lid lag. There 
was an asymmetrical nodular enlargement of 
the thyroid and a bruit was audible over the 
gland. There was slight tremor of the extended 
fingers. The heart was enlarged to the left. The 
sounds were regular and of good quality but 
there was a split first sound at the apex which 
was heard faintly at the aortic area. The sys- 
tolic blood pressure vacillated between 170 and 
205 but the diastolic remained constantly at 
about 110. The lungs were clear. 


The temperature was 99.8°, the pulse 88. 
The respirations were 20. 


Examination of the urine was negative ex- 
cept for 6 to 8 white blood cells per high power 
field. A urinary concentration test showed a 
specific gravity between 1.012 and 1.015. The 
blood showed a red cell count of 4,800,000, with 
a hemoglobin of 70 per cent. The white cell 
count was 5,500, 72 per cent polymorphonu- 
clears. Stool examinations were negative. The 
nonprotein nitrogen of the blood was 32 milli- 
grams per 100 eubic centimeters. An intrave- 
nous phenolsulphonephthalein test showed 40 
per cent excretion of the dye in one hour. An 
initial basal metabolic rate was plus one. Sub- | 
sequent tests ranged between minus 5 and minus 
14, with a single reading of minus 22. 

X-ray examination showed that the lung 
fields were clear. The diaphragm and heart 
shadows were normal. There was no substernal 
thyroid or tracheal compression. 

Eight days after admission operation was 
performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Jacop LerMan: The first two symp- 
toms, shortness of breath and a lump in the 
neck, immediately suggest a diagnosis. <A per- 
son with a lump in his neck who is short of 
breath is more often than not thyrotoxie. 

However, I do not see any mention here of 
any other toxic symptoms, i.e., their presence or 
absence, except weight loss. We must assume 
that they were sought and found to be absent. 
The prominent symptoms apparently were 
those of pressure,—difficulty in swallowing, and 
tight sensation in. her throat. 

There are, apparently, two members of the 
family who have had carcinoma. That would 
suggest a possibility that the lump in the neck 
might be malignant. 

We place a good deal of emphasis on a warm 
moist skin in a differential diagnosis. In gen- 
eral a cold clammy skin will practically rule 
out hyperthyroidism from a clinical standpoint. 
A warm moist skin can only be said to be 
consistent with hyperthyroidism. 

There are two very important physical find- 
ings suggesting the diagnosis of thyrotoxicosis. 
We have a goiter plus eye signs. No mention 
is made here of a stare. I feel that a stare is 
a very important eye sign, certainly as impor- 
tant as prominence or lid lag. 

I should like to see more description of the 
thyroid. All we know is that it was a lumpy 
goiter but no mention is made of the consist- 
ency or the character of the gland. Consist- 
ency is very important in differential diagnosis 
and also gives one a clue as to the possibility’ 
of treatment. If this gland were particularly 
hard, we would suspect that she had had iodine 
medication previously. This would help us in 
diagnosis. A bruit is also very important in 
differential diagnosis here. In general one may 
say that almost ninety per cent of hyperthyroid 
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patients have a bruit. In some instances, where 
‘he diagnosis of hyperthyroidism is not made 
in spite of a bruit, the gland is found to be hy- 
perplastic. Consequently we pay a good deal 
of attention to a bruit in a thyroid gland. 

‘‘The heart was enlarged to the left.’’ That 
does not mean hypertrophy because percussion 
is not infrequently erroneous in toxic goiter. 
It is common for the examiner to overpercuss 
perhaps by two centimeters when the heart is 
overactive. I should not be surprised if the 
heart were found to be of normal size by x-ray. 

Obviously there is some fixation of the spe- 
cific gravity and that is consistent with an 
arteriosclerotic kidney. 

‘‘An intravenous phenolsulphonephthalein 
test showed 40 per cent excretion of the dye 
in one hour.’’ Thus the assumption that we 
are dealing with an arteriosclerotic yeeainel is 
probably correct. 

The initial basal metabolic rate was es one. 
I am assuming that the examiner did not find 
any history of iodine treatment because that 
would change the entire picture. Up to the 
point where the metabolic rate is introduced, 
the history and physical examination seem to 
represent a clear cut picture of toxic goiter 
with some symptoms of pressure. A metabolism 
of plus one could be consistent with hyperthy- 
roidism. We have seen several patients who 
have had metabolisms ranging between zero and 
plus ten with very few symptoms and signs ex- 
cept goiter who nevertheless made a character- 
istic response to iodine, proving that they had 
hyperthyroidism. I assume no iodine was given 
here. The unusual feature here is the spon- 
taneous reduction of the metabolism to a low 
level. Even so I am forced to make a diagnosis 
of hyperthyroidism in the past in a patient 
whose thyroid probably underwent spontaneous 
involution. One might speak of it as an exhaus- 
tion phenomenon and thus account for the low 
metabolism. 

In the presence of a bruit I shall predict that 
the surgeon found hyperplastic tissue. This 
has oceurred on several occasions when we did 
not suspect it and the bruit was the only clue 
to it. I remember one patient in particular, 
a young girl who had a metabolism of minus 
twenty. We thought she had simple colloid 
goiter but the surgeon at operation found an 
obviously hyperplastic gland. The metabolism 
after operation varied little from the one be- 
fore operation. It is possible for a hyperthy- 
roid gland to undergo involutionary changes to 
the point of complete atrophy and exhaustion 
and produce myxedema. Recently we saw a case 
of this sort and Dr. Hurxthal believes he has 
seen six or eight cases of myxedema following 
hyperthyroidism. Consequently, we may sus- 
pect that this patient is on the road to myx- 
edema. 


X-RAY INTERPRETATION 


Dr. GreorceE W. Houmes: These films are 
taken at seven foot distance, not during quiet 
breathing but at full inspiration and the heart 
shadow is somewhat smaller than during quiet 
breathing. I think it is fair to say it is within 
normal limits. There is nothing unusual in the 
lung fields. We might wish that the exposure 
was a little greater so that we could see the 
trachea in the anteroposterior view. In the 
lateral we see it more distinctly and certainly 
it is not narrowed unless we interpret this small 
indentation as narrowing. We can see the tumor 
mass in front of the trachea and there is some 
increase in the distance between the spine and 
the trachea, suggesting that the tumor extends 
completely around the trachea. In these films 
the tumor seems to be rather small and homo- 
geneous, certainly one would not suspect it to 
be a particularly nodular tumor. The spine 
shows hypertrophic changes which are very com- 
mon and have no bearing on the diagnosis. 

Dr. J. H. Means: Would you say the dis- 
tance between the posterior wall of the trachea 
and the posterior wall of the spine is about 
twice the normal thickness? I was looking at 
one on the ward this morning that looked about 
half the width of that. 

Dr. Houmes: There must be considerable 
variation in the normal and it may be increased 
by rotation, I think it would be safer to say 
that it is greater than normal. 


DIFFERENTIAL DIAGNOSIS CONTINUED 


Dr. Lerman: I think the clinical diagnosis 
is that of goiter, probably toxie in the past, 
without any clear cut toxicity at present. We 
may say it is a gland undergoing involution. 
But I shall predict that the pathologist will find 
hyperplasia in spite of that, merely on the ba- 
sis of the presence of a bruit. There is hyper- 
tension and probably moderate arteriosclerotic 
heart and kidney disease. 


CLINICAL Discussion 


Dr. Means: I think when Dr. Mallory pro- 
duces a case that seems to be somewhat obvious 
there is usually a joker in it somewhere. I 
think we have a right to know whether she did 
or did not get iodine because the reaction to it 
is important in diagnosis, as Dr. Lerman brought 
out. If she had had, for instance, a metabolic 
rate of minus five and got iodine and it dropped 
to minus twenty-two, I should say that was good 
evidence she probably had thyrotoxicosis. If 
the fall happened spontaneously it would put a 
different complexion on the problem. 

Dr. Tracy B. Mauuory: We certainly had 
no intention of being mysterious about it. She 
had none. 

Dr. Means: That means that twenty-two is 
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a natural basal level and it is hard, therefore, 
to say she was thyrotoxic. I think Dr. Lerman 
is correct in saying she may have been in the 
past and now is on the road to myxedema. That 
would be a logical interpretation. 

I have been trying to guess why the opera- 
tion was done. Was it done because of pres- 
sure symptoms or because she was thyrotoxic? 
Was it done because they thought it would be 
good for her heart? Or because they believed 
the lesion was malignant? The chances are 
very strongly against its being malignaney if 
she had truly had Graves’ disease, because they 
do not go together for some mysterious reason 
that we do not understand. I should think there 
was no strong indication for operation here on 
the basis of existing thyrotoxicosis. If that is 
the reason I think they were rather radical be- 
eause an old woman of this sort might be car- 
ried on iodine the rest of her life and not have 
to submit to surgical treatment. Pressure may 
have been a perfectly good indication. Whether 
one should operate for pressure would depend 
on the severity of the symptoms and how they 
were progressing. The fear of malignancy would 
be another good ground. I faney they may 
have operated for pressure. 

Dr. Matuory: Dr. Cope, will you explain 
the indication for operation? 


Dr. OttveR Cope: We did operate largely 
for the pressure symptoms. Dr. Lerman has 
come more or less to the same diagnosis that 
I think Dr. Hertz and I did. There is one 
thing that is not quite fair about the descrip- 
tion of the goiter; often the descriptions in 
the records are somewhat erroneous. The goiter 
was symmetrical and not nodular. At operation 
it certainly was bilaterally symmetrical. Per- 
haps it would be best for me to describe what I 
found at operation. The goiter was symmetri- 
cal and it was not in the least adherent to the 
surrounding tissues. Except for the color it 
had the granular uneven lobular appearance of 
a hyperplastic gland which had been given 
iodine. The cut surface was similarly granu- 
lar. On gross appearance it was typical of an 
iodinized hyperplastic gland except for one 


important exception, it had not the pinkish color |- 


of a true hyperplasia but was very obviously 
white. The gland contained very little blood 
and the cut surface exuded a large and unusual 
amount of lymph and serum. The enlargement 
was sufficient to have given definite pressure 
symptoms. We did think of it as a gland that 
had been previously hyperplastic with hyper- 
thyroidism that had gradually become exhaust- 
ed. Hypertension and toxicity were not the in- 
dications for operation. The indications were 
mechanical. 


PREOPERATIVE DIAGNOSIS 


Toxie nodular goiter. 


Dr. Jacosp LERMAN’s DIAGNOSES 


Nodular goiter—toxie in the past. 
Involution and hyperplasia. 
Hypertension. 

Arteriosclerosis, cardiac and renal. 


PatuHouoaic DIAGNOSIS 


Chronic thyroiditis, Hashimoto’s struma. 


Discussion 


Dr. Matiuory: The gross appearance of the 
resected part of the gland has already been 
described very well by Dr. Cope, and the mi- 
eroscopie appearance explains its peculiarities. 
It was a typical Hashimoto’s struma, one of 
these peculiar eases of chronic thyroiditis in 
which the entire thyroid gland is filled with 
lymphocytes which are arranged in the form 
of hyperplastic follicles. In a thyroid lesion 
of this type perhaps three quarters of the entire 
gland will be made up of lymph follicles. 

The origin of this type of thyroiditis and 
even its outcome are, I think, still complete 
mysteries. No single individual has ever seen 
very many cases and consequently it is diffi- 
cult to piece together the whole clinical picture. 
I think this case is a very interesting one in 
that it presents, as Dr. Lerman has brought 
out very clearly, so many suggestions of a pre- 
ceding hyperthyroidism. In the average case 
of exophthalmie goiter a very considerable 
amount of lymphoid infiltration is always pres- 
ent and it would seem possible from the histo- 
logie point of view to interpret these lesions as 
an extreme grade of the same type of path- 
ology that one sees in exophthalmie goiter. We 
were not able to find any hyperplasia in the 
persisting remnants of thyroid tissue, however, 
nor have I ever been able to prove persisting 
hyperplasia in any of the other cases of Hash- 
imoto’s struma I have seen. 

Dr. Means: Were there any follicles left? 

Dr. Mauttory: You mean acini of thyroid 
tissue? Yes, a moderate number. 

Dr. Means: What kind of cells? 

Dr. Mautory: Low cuboidal. 

Dr. Mean: With a good deal of colloid? 
Dr. Mautuory: A fair amount, yes. 

Dr. Means: Hashimoto’s form of thyroid- 
itis rarely can be diagnosed clinically. It may 
present pressure symptoms or myxedema. I 
remember a case years ago that Dr. Brewster 
did two operations on that histologically was 
fairly typical of Hashimoto’s struma. We did 
not know about Hashimoto’s work at that time 
but it was later decided that that was what 
it was. There was no history of hyperthyroid- 
ism prior to the development of myxedema 
symptoms in that case. 

Dr. Mallory has suggested that Hashimoto’s 
struma may be the end result of the lymph- 
hyperplasia that is a part of the histologic 
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pieture in thyrotoxicosis, that phase of the pic- 
ture which Dr. Warthin has stressed as being 
very important. I find it difficult to accept 
the theory because there has not been any an- 
tecedent story suggesting Graves’ disease in 
most of our cases of Hashimoto’s struma. 

Dr. Matiory: I should agree. 

Dr. Houmes: From the histology of these 
tumors you would expect it to disappear under 
radiation. 

Dr. Hampton: I had a patient, Dr. Holmes, 
with such a tumor that was treated by x-ray 
and it did disappear promptly but it left a 
fibrous band around the trachea that produced 
marked dyspnea and cyanosis. I wonder if the 
trachea was actually inflamed in this case, 
whether there is a tracheitis with this. 

Dr. Matuory: I do not know. 

Dr. Corr: The interesting thing was that 
inflammation of the surrounding tissues was 
conspicuous by its absence. 


CASE 21492 
PRESENTATION OF CASE 


A forty-four year old divorced American 
woman entered complaining of right lower quad- 
rant pain. 

Six months before entry the patient felt a 
sharp pain in the right lower quadrant just 
medial to the anterior superior spine. This 
pain lasted about five minutes and slowly went 
away leaving a dull nagging ache. Since the 
onset of this illness she had at least a dozen 
similar attacks of pain in the same region radi- 
ating upward and also down toward the vagina. 
The attacks of pain increased in length and a 
physician told her that they were due to a kid- 
ney stone. At about this same time she noticed 
some vaginal bleeding, between her periods. 
which was very slight but enough to require 
the wearing of a pad. It occurred several times 
and did not bear any relation to the menstrual 
cycle. 

Twenty years before entry she had an attack 
of right lower quadrant pain and was told that 
she had appendicitis. Operation was advised 
but she refused. Another similar incident oc- 
curred twelve years before entry. 

Her famityhistory is non-contributory. 

She had been married nineteen years before 
entry and had separated from her husband 
eleven years later. Her husband and three 
children were living and well. Eight months 
ago she had a thyroid operation. 

Physical examination showed a _ well-devel- 
oped, obese woman in no acute distress. The 
heart and lungs were negative. The abdomen 
was obese. There was slight tenderness in the 
right lower quadrant. No masses were felt. 
Pelvic examination showed a lacerated and re- 
laxed perineum. There was a moderate, yellow- 


ish-white, vaginal discharge. The cervix was 
large, boggy, lacerated, eroded and showed a 
large os with numerous nabothian cysts. The 
body of the uterus was moderately enlarged, ir- 
regular and showed prominence of the right an- 
terior wall. The fundus was moderately retro- 
verted. A rectal examination confirmed the 
above findings. 

The temperature was 98.2°, the pulse 72. The 
respirations were 18. 

Examination of the urine was negative. Ex- 
amination of the blood showed a white cell count 
of 6,200 and a hemoglobin of 80 per cent. 

On the day following admission operation was 
performed. The convalescence was uneventful 
and she was discharged on the sixteenth post- 
operative day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Lanepon Parsons: ‘‘Six months before 
entry the patient felt a sharp pain in the right 
lower quadrant just medial to the anterior su- 
perior spine. This pain lasted about five min- 
utes and slowly went away leaving a dull nag- 
ging ache. Since the onset of this illness she 
had at least a dozen similar attacks of pain in 
the same region radiating upward and also 
down toward the vagina.’’ The fact that twelve 
attacks had occurred in the past six months 
would tend to rule out the possibility of a rup- 
tured follicle or corpora hemorrhagica which 
on occasion give rise to sudden sharp abdominal 
pain. The attacks together with the radiation 
of the pain suggest ureteral stone, as they did to 
the physician who sent her to the hospital. In- 
termittent hydronephrosis is a possibility. 

‘‘The attacks of pain increased in length and 
at about the same time she noticed some vaginal 
bleeding, between her periods, which was very 
slight but enough to require the wearing of a 
pad. It oceurred several times and did not 
bear any relation to the menstrual cycle.’’ This 
is a very significant fact and cannot readily be 
overlooked, for intermenstrual bleeding cannot 
be ignored. Some people have a slight pink 
staining at about the mid interval of the cycle 
at the time of ovulation due to hyperemia of 
the endometrium, but the continuous bleeding 
in this instance seemed to have no relation to 
the period. Through repeated trauma, either 
posteoital or douching, bleeding might occur 
from an endometrial polyp, eroded or cancerous 
cervix. 

Cancer of the fundus or adenoacanthoma of 
the body of the uterus occurring before the 
menopause is not uncommon and manifests it- 
self chiefly as bleeding rather than discharge. 
Usually there is an increased amount of bleed- 
ing at the time of the regular periods which 
are usually not otherwise altered. Menorrhagia 
is frequently accompanied by a slight blood 
trickling between the periods. Pain, however, 
is commonly a late manifestation of the disease. 
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a natural basal level and it is hard, therefore, 
to say she was thyrotoxic. I think Dr. Lerman 
is correct in saying she may have been in the 
past and now is on the road to myxedema. That 
would be a logical interpretation. 


I have been trying to guess why the opera- 
tion was done. Was it done because of pres- 
sure symptoms or because she was thyrotoxic? 
Was it done because they thought it would be 
good for her heart? Or because they believed 
the lesion was malignant? The chances are 
very strongly against its being malignancy if 
she had truly had Graves’ disease, because they 
do not go together for some mysterious reason 
that we do not understand. I should think there 
was no strong indication for operation here on 
the basis of existing thyrotoxicosis. If that is 
the reason I think they were rather radical be- 
cause an old woman of this sort might be car- 
ried on iodine the rest of her life and not have 
to submit to surgical treatment. Pressure may 
have been a perfectly good indication. Whether 
one should operate for pressure would depend 
on the severity of the symptoms and how they 
were progressing. The fear of malignancy would 
be another good ground. I faney they may 
have operated for pressure. 


Dr. Matuory: Dr. Cope, will you explain 
the indication for operation ? 


Dr. OutverR Cope: We did operate largely 
for the pressure symptoms. Dr. Lerman has 
come more or less to the same diagnosis that 
I think Dr. Hertz and I did. There is one 
thing that is not quite fair about the descrip- 
tion of the goiter; often the descriptions in 
the records are somewhat erroneous. The goiter 
was symmetrical and not nodular. At operation 
it certainly was bilaterally symmetrical. Per- 
haps it would be best for me to describe what I 
found at operation. The goiter was symmetri- 
cal and it was not in the least adherent to the 
surrounding tissues. Except for the color it 
had the granular uneven lobular appearance of 
a hyperplastic gland which had been given 
iodine. The eut surface was similarly granu- 
lar. On gross appearance it was typical of an 
iodinized hyperplastic gland except for one 


important exception, it had not the pinkish color |- 


of a true hyperplasia but was very obviously 
white. The gland contained very little blood 
and the cut surface exuded a large and unusual 
amount of lymph and serum. The enlargement 
was sufficient to have given definite pressure 
symptoms. We did think of it as a gland that 
had been previously hyperplastic with hyper- 
thyroidism that had gradually become exhaust- 
ed. Hypertension and toxicity were not the in- 
dications for operation. The indications were 
mechanical. 


PREOPERATIVE DIAGNOSIS 


Toxic nodular goiter. 


Dr. Jacop LERMAN’s DIAGNOSES 


Nodular goiter—toxie in the past. 
Involution and hyperplasia. 
Hypertension. 

Arteriosclerosis, cardiac and renal. 


PatTHoLoGic DIAGNOSIS 
Chronic thyroiditis, Hashimoto’s struma. 


PatHo.iocic Discussion 


Dr. Mauutory: The gross appearance of the 
resected part of the gland has already been 
described very well by Dr. Cope, and the mi- 
eroscopie appearance explains its peculiarities. 
It was a typical Hashimoto’s struma, one of 
these peculiar eases of chronic thyroiditis in 
which the entire thyroid gland is filled with 
lymphocytes which are arranged in the form 
of hyperplastic follicles. In a thyroid lesion 
of this type perhaps three quarters of the entire 
gland will be made up of lymph follicles. 

The origin of this type of thyroiditis and 
even its outcome are, I think, still complete 
mysteries. No single individual has ever seen 
very many cases and consequently it is diffi- 
cult to piece together the whole clinical picture. 
I think this case is a very interesting one in 
that it presents, as Dr. Lerman has brought 
out very clearly, so many suggestions of a pre- 
ceding hyperthyroidism. In the average case 
of exophthalmie goiter a very considerable 
amount of lymphoid infiltration is always pres- 
ent and it would seem possible from the histo- 
logie point of view to interpret these lesions as 
an extreme grade of the same type of path- 
ology that one sees in exophthalmic goiter. We 
were not able to find any hyperplasia in the 
persisting remnants of thyroid tissue, however, 
nor have I ever been able to prove persisting 
hyperplasia in any of the other cases of Hash- 
imoto’s struma I have seen. 

Dr. Means: Were there any follicles left? 

Dr. Mauitory: You mean acini of thyroid 
tissue? Yes, a moderate number. 


Dr. Means: What kind of cells? 
Dr. Mauuory: Low cuboidal. 
Dr. Mean: With a good deal of colloid? 


Dr. Matuory: A fair amount, yes. 
Dr. Means: Hashimoto’s form of thyroid- 
itis rarely can be diagnosed clinically. It may 
present pressure symptoms or myxedema. I 
remember a case years ago that Dr. Brewster 
did two operations on that histologically was 
fairly typical of Hashimoto’s struma. We did 
not know about Hashimoto’s work at that time 
but it was later decided that that was what 
it was. There was no history of hyperthyroid- 
ism prior to the development of myxedema 
symptoms in that case. 

Dr. Mallory has suggested that Hashimoto’s 
struma may be the end result of the lymph- 
hyperplasia that is a part of the histologic 
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picture in thyrotoxicosis, that phase of the pic- 
ture which Dr. Warthin has stressed as being 
very important. I find it difficult to accept 
the theory because there has not been any an- 
tecedent story suggesting Graves’ disease in 
most of our cases of Hashimoto’s struma. 

Dr. Matuory: I should agree. 

Dr. Houmes: From the histology of these 
tumors you would expect it to disappear under 
radiation. 

Dr. Hampton: I had a patient, Dr. Holmes, 
with such a tumor that was treated by x-ray 
and it did disappear promptly but it left a 
fibrous band around the trachea that produced 
marked dyspnea and cyanosis. I wonder if the 
trachea was actually inflamed in this case, 
whether there is a tracheitis with this. 

Dr. Matuory: I do not know. 

Dr. Cope: The interesting thing was that 
inflammation of the surrounding tissues was 
conspicuous by its absence. 


CASE: 21492 
PRESENTATION OF CASE 


A forty-four year old divorced American 
woman entered complaining of right lower quad- 
rant pain. 

Six months before entry the patient felt a 
sharp pain in the right lower quadrant just 
medial to the anterior superior spine. This 
pain lasted about five minutes and slowly went 
away leaving a dull nagging ache. Since the 
onset of this illness she had at least a dozen 
similar attacks of pain in the same region radi- 
ating upward and also down toward the vagina. 
The attacks of pain increased in length and a 
physician told her that they were due to a kid- 
ney stone. At about this same time she noticed 
some vaginal bleeding, between her periods, 
which was very slight but enough to require 
the wearing of a pad. It occurred several times 
and did not bear any relation to the menstrual 
cycle. 

Twenty years before entry she had an attack 
of right lower quadrant pain and was told that 
she had appendicitis. Operation was advised 
but she refused. Another similar incident oc- 
curred twelve years before entry. 

Her family history is non-contributory. 

She had been married nineteen years before 
entry and had separated from her husband 
eleven years later. Her husband and three 
children were living and well. Eight months 
ago she had a thyroid operation. 

Physical examination showed a_ well-devel- 
oped, obese woman in no acute distress. The 
heart and lungs were negative. The abdomen 
was obese. There was slight tenderness in the 
right lower quadrant. No masses were felt. 
Pelvic examination showed a lacerated and re- 
laxed perineum. There was a moderate, yellow- 


ish-white, vaginal discharge. The cervix was 
large, boggy, lacerated, eroded and showed a 
large os with numerous nabothian cysts. The 
body of the uterus was moderately enlarged, ir- 
regular and showed prominence of the right an- 
terior wall. The fundus was moderately retro- 
verted. A rectal examination confirmed the 
above findings. 

The temperature was 98.2°, the pulse 72. The 
respirations were 18. 

Examination of the urine was negative. Ex- 
amination of the blood showed a white cell count 
of 6,200 and a hemoglobin of 80 per cent. 

On the day following admission operation was 
performed. The convalescence was uneventful 
and she was discharged on the sixteenth post- 
operative day. 


DIFFERENTIAL DIAGNOSIS 


Dr. LANapon Parsons: ‘‘Six months before 
entry the patient felt a sharp pain in the right 
lower quadrant just medial to the anterior su- 
perior spine. This pain lasted about five min- 
utes and slowly went away leaving a dull nag- 
ging ache. Since the onset of this illness she 
had at least a dozen similar attacks of pain in 
the same region radiating upward and also 
down toward the vagina.’’ The fact that twelve 
attacks had occurred in the past six months 
would tend to rule out the possibility of a rup- 
tured follicle or corpora hemorrhagica which 
on oceasion give rise to sudden sharp abdominal 
pain. The attacks together with the radiation 
of the pain suggest ureteral stone, as they did to 
the physician who sent her to the hospital. In- 
termittent hydronephrosis is a possibility. 

‘‘The attacks of pain increased in length and 
at about the same time she noticed some vaginal 
bleeding, between her periods, which was very 
slight but enough to require the wearing of a 
pad. It occurred several times and did not 
bear any relation to the menstrual cycle.’’ This 
is a very significant fact and cannot readily be 
overlooked, for intermenstrual bleeding cannot 
be ignored. Some people have a slight pink 
staining at about the mid interval of the cycle 
at the time of ovulation due to hyperemia of 
the endometrium, but the continuous bleeding 
in this instance seemed to have no relation to 
the period. Through repeated trauma, either 
posteoital or douching, bleeding might occur 
from an endometrial polyp, eroded or cancerous 
cervix. 

Cancer of the fundus or adenoacanthoma of 
the body of the uterus occurring before the 
menopause is not uncommon and manifests it- 
self chiefly as bleeding rather than discharge. 
Usually there is an increased amount of bleed- 
ing at the time of the regular periods which 
are usually not otherwise altered. Menorrhagia 
is frequently accompanied by a slight blood 
trickling between the periods. Pain, however, 
is commonly a late manifestation of the disease. 
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Cancer of the fundus is so frequently regarded 
as a post-menopausal disease that it is well to 
consider that it may occur during the normal 
menstrual life. An attempt to treat such a 
patient as a functional bleeding problem with- 
out a diagnostic curettage may result in disas- 
ter. This pitfall is further enhanced by the 
failure to find much in the way of gross path- 
ology on physical examination. Not enough 
information is offered in the history to suggest 
a possible endocrine disorder. Therefore it 
must be assumed that we are dealing with an 
organic lesion. Moreover, the majority of symp- 
toms tend to point to the uterus or adnexa as 
the source of the pathology. Arbitrarily then 
disease of the urinary tract or appendix has 
been excluded despite the fact that similar at- 
tacks of pain were noted twelve and twenty 
years ago with operation advised then. 

‘*Kight months ago she had a thyroid oper- 
ation.’’ Myxedema will produce menorrhagia 
but we have no information about her periods 
other than the factor of intermenstrual bleed- 
ing. 

Pelvic examination showed a lacerated and 
relaxed perineum consistent with the trauma 
of repeated childbirth. 

There was a moderate yellowish white vaginal 
discharge appearing from a large, boggy, lac- 
erated and eroded cervix full of numerous na- 
bothian eysts, which is the typical picture of 
a chronic endocervicitis showing e¢ystic dilata- 
tion of the glands on cut section and rarely the 
site of a carcinoma of the cervix. 

‘‘Examination of the urine was negative. Ex- 
amination of the blood showed a white cell count 
of 6,200 and a hemoglobin of 80 per cent.’’ 
Certainly there is little to suggest an acute in- 
flammatory process and we may definitely rule 
out disease of the appendix or urinary tract. 

Let us consider the pelvic findings in view 
of the history of six months of intermittent 
right lower quadrant pain gradually increasing 
in length associated with intermenstrual ‘‘spot- 
ting’’. 

The presence of nabothian cysts in a chron- 
ically infected cervix together with its appear- 
ance would seem to rule out cancer of the cer- 
vix as a cause of bleeding. The entire descrip- 
tion of the feeling of the pelvis would be con- 
sistent with pelvic inflammation associated with 
a fibroid uterus. The uterus is enlarged and 
irregular as well as retroverted. There is right 
lower quadrant abdominal tenderness as well 
as a prominence of the right anterior wall of 
the uterus consistent with an enlarged hydro- 
salpinx or tubo-ovarian mass. The pain might 
readily be explained on a twisting of such a 
hydrosalpinx. The retroversion of the uterus 
would be consistent. Pelvic inflammation of 
long standing later giving rise to symptoms may 
be present with little in the way of a systemic 


reaction. Carcinoma of the tube seems unlike- 
ly and the character of the discharge is usually 
watery or bloody in gushes. 

A fibroid uterus alone might explain the 
symptoms. The uterus is enlarged and irregu- 
lar. The leiomyomata may then be regarded as 
diffuse. A partial twist of a pedunculated fi- 
broid would explain the pain, while the bleed- 
ing may well be due either to a polyp or sub- 
mucous fibroid. There appears a definite rela- 
tionship of a fibroid uterus to endometrial hy- 
perplasia which is to be expected if both are 
considered as the end result of estrin activity. 

Though no adnexal tumor can be palpated, a 
twisted ovarian cyst is a possibility. Torsion 
which relieved itself would explain the intermit- 
tent character of the pain as well as its grad- 
ual progression. Slight bleeding accompanies 
ovarian irritation. Little is noted in the sys- 
temic reaction and we must assume that the 
torsion never was severe enough to interfere with 
the blood supply. 

Diffuse adenomyoma or endometrioma of the 
uterus would be consistent with the physical ex- 
amination. More information concerning the 
amount of bleeding at the time of the period 
would be helpful. The uterus is diffusely en- 
larged particularly on the right anterior wall. 
This may be due to an endometrioma at the 
ecornual junction or may be in the wall itself. 
The association with fibroids is not uncommon. 
Frequently a uterus with diffuse endometrioma 
is mistaken for a fibroid uterus. In most in- 
stances some degree of retroversion is present. 
No suggestion of cysts is found in the broad 
ligaments. My feeling is that we are dealing 
with the diffuse nodular type of endometrioma 
rather than the more common chocolate cyst 
variety. 

PREOPERATIVE DIAGNOSIS 

Fibroid uterus. 


Dr. LANGDON Parsons’ DIAGNOSES 


Diffuse endometrioma of the uterus. 
Torsion in hydrosalpinx ? 
Carcinoma or adenoacanthoma of the fundus ? 


PATHOLOGIC DIAGNOSES 


Endometriosis of the uterus. 
Chronic endocervicitis. 
Healed appendix. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Matuory: The preoperative 
diagnosis of the surgeon who operated on this 
patient was that of multiple fibroids of the 
uterus. Under ether the vaginal examination 
confirmed the previous findings. The curettage 
showed apparently normal endometrium. The 
cervix was very large and boggy and the vagi- 
nal wall was so short that he felt that a complete 
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hysterectomy from above would be difficult. He, 
therefore, amputated the cervix from below, 
then went in above and removed the remainder 
of it along with the tubes and ovaries. An inci- 
dental finding was that the gallbladder con- 
tained stones. 

Examination of the uterus in the pathology 
laboratory showed only slight enlargement, but 
on the posterior surface were some small soft 
hemispherical projections about one centimeter 
in diameter. On section these appeared honey- 
combed with minute cavities. There was, how- 
ever, no hemorrhage or tarry discoloration. The 
tubes and ovaries were negative. 

Microscopie examination showed the presence 


of the endometrial type of glands and charac- 
teristic endometrial stroma deep in the wall of 
the uterus and particularly in the localized 
nodules. Uterine endometriosis of this type 
is not uncommon and in my experience is 
much less apt to show the typical tarry appear- 
ance that one expects to find in the ovarian 
lesions or in peritoneal implants. Whether 
the menstrual reaction and hemorrhage fails 
to take place in them or whether the hemor- 
rhage occurs but is effectively disposed of is not 
yet clear. Probably the most important feature 
in the diagnosis of endometriosis is that the sur- 
geon should constantly bear it in mind as a pos- 
sibility in any pelvic Jesion. 
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PROGRESS IN MEDICINE 


Ir one raises the question as to the progress 
of medicine, say in the past hundred years, or 
in the past thousand years, one is met with a 
vast array of facts as to cause and course of 
disease, the structure and the function of the 
human body, the influence of heredity and en- 
vironment, the interrelations of the body and 
the mind. Then too there is the increase in the 
average length of life, the practical elimination 
of certain diseases, the justifiable hope that cer- 
tain other diseases may be caused to disappear 
from civilized communities. It requires li- 
braries to house the books which tell us of new 
knowledge and from. this point of view the 
progress has been almost marvelous. 


There are other tests of progress, however, 
and other points of view from which we may 
regard medicine. Does it rank higher as a pro- 
fession than formerly? Does the physician 
realize more fully than ever the high ideals of 
his art? Is he held in higher honor and regard ? 
Does he deserve to be? Is the physician more 
than ever a highly respected member of the 
community? Perhaps to these questions a pre- 


cise answer cannot be given. The highest ideals 
of the profession seem to be no higher and no 
lower than they were at the early times of which 
we have records. There is the same devotion 
to the welfare of the patient, the same conse- 
eration to the relief of suffering. Also, appar- 
ently from early times until now there have been 
unworthy physicians. 


If we ask for some more nearly absolute test 
of progress we are appalled at the magnitude 
of the patent medicine business, and the pros- 
perity of those who prey upon human weak- 
ness and credulity in matters of health and dis- 
ease. To the physician it seems that people are 
more gullible in matters of health than in any- 
thing else; and no less gullible now than in the 
Middle Ages. Today is a day of scientific 
nomenclature: electrons sell big. 

That idea of buying and selling is pic- 
turesque. Though often inaccurate and inade- 
quate as used in common parlance, it is some- 
times devastating. ‘‘The doctor sold himself’’ 
is distressingly true, on occasion. But in an- 
other slightly different sense is it not true that 
the doctors have not sold themselves to the peo- 
ple? The profession has not sold itself to the 
public. 


We may reject this crude phrasing of an un- 
palatable idea. We do not like to think that 
it is a true indication of the way in which the 
medical profession is regarded. However, ac- 
tions speak louder than words and the historian 
of medicine, weighing carefully what he says 
and estimating the progress of medicine, de- 
clares: ‘‘the reader must not forget, however, 
that only a minority of the sick seek the aid of 
a physician’’.* Only a minority of the sick 
seek the aid of a physician! What a challenge 
to the medical profession! 


REFERENCE 


1. Henry Sigerist: The Great Doctors. P. 28. 


PEDIATRIC PSYCHIATRY 


THE practitioner of medicine, and particu- 
larly the pediatrician, seems in need of some 
defence against an idea gaining in prevalence 
that the pediatrician should be his own psychi- 
atrist. The newer psychology and the possibil- 
ities of mental hygiene have been gaining on us 
by leaps and bounds, and it is time that certain 
limits be defined before the child’s doctor, who 
has, after all, certain important functions to 
perform, gets bogged down in a quagmire of 
behavioristic difficulties. 

No one will admit more readily than the 
psychiatrist, that burly little brother in the 
medical family, the difficulties of his specialty 
and the arduous training which a proficiency in 
it requires. There has been an unfortunate tend- 
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ency, however, on the part of psychiatry, to 
eriticize pediatrics for failing in those very 
functions which psychiatry has earmarked for 
its own and to forget that pediatrics has its own 
very definite obligations to discharge. 
Brennemann a few years ago, in his tolerant 
way, directed attention to the menace of psychi- 
atry in pediatrics and perhaps at that time 
fired a shot which is still heard around the psy- 
chiatric world, and may be responsible for the 
animadversions on pediatrics which are occa- 
sionally heard today. As a matter of fact, he 
was not implying that the pediatrician should 
embrace psychiatry, nor poach upon the pre- 
serves of the psychiatrist, but that common 
sense might at times be less dangerous than a 
meddlesome psychiatry untempered by this 
ameliorating influence. Any well-trained psy- 
chiatrist will agree with this statement. 


The pediatrician who wishes to do his own 
job well, and who wishes to be left alone to do it, 
has found an able supporter in Crothers. Ac- 
cording to his expressed belief, ‘‘The present 
situation in regard to mental hygiene activities 
of pediatricians is thoroughly absurd. A great 
deal of the difficulty is that there is a general 
assumption that there is a ‘whole child’ or rather 
a series of such children for whom the pediatri- 
cian is responsible. Every one seems to think, 
in controversial moments, that the whole child 
should be supervised by some single expert. 
In ordinary life no sane person makes any such 
assumption. The distribution of the control 
of the child between different persons and the 
abolition of control by adults for a great share 
of the time are the routine procedure of all 
sensible parents. 


‘“‘The simpler method is to try to find out 
ways in which one can develop a specific pe- 
diatrie art of medicine. I think that all pediatri- 
cians have accepted the idea of growth and de- 
velopment, and they have also accepted respon- 
sibility for the supervision of well children. In 
addition, they have undertaken to give prompt 
and adequate service to sick children. Nothing 
can be safely added to pediatrics which renders 
the practitioner unavailable for the care of 
sick children, no matter how desirable the new 
technie or procedure may be.’’ 

The fact is that the organization of an active 
pediatric practice precludes the possibility of 
mixing a formal psychiatric practice with it. 
As Crothers further says, ‘‘The meticulous keep- 
ing of the time-consuming appointments is one 
of the difficult things to arrange. For this rea- 
son alone the prolonged interviews of the con- 
ventional psychoanalytic schools are almost 
impossible. ’’ 

A common sense psychology the pediatrician 
should be able to employ in his daily work, 
and he should be able to recognize those diffi- 
culties for which outside help is needed. Psy- 


chiatry, to do its part, must supply a personnel 
capable of assuming its share of the mutual bur- 
den without adding financial ruin to the pa- 
tient’s other disabilities. 
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SECTION OF OBSTETRICS 
AND GYNECOLOGY® 


Cc. J. KickHam, M.D., R. S. Trrus, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


PosTPARTUM PULMONARY COMPLICATIONS 


The most important pulmonary complications 
following childbirth are insufflation of gastric 
contents, pneumonia, embolism, and atelectasis. 


Intratracheal insufflation of gastric contents 
either during labor under hypnotie drugs or 
more commonly during delivery under anes- 
thesia is a serious complication which may lead 
to immediate death or provide the cause for 
pneumonia or lung abscess. Frequently food 
is consumed before the onset of labor and due 
to the retarded emptying time of the stomach 
during labor a large proportion of the gastric 
contents may be retained. In some hospitals 
patients are allowed solid or semi-solid food 
during labor. Therefore, the average obstetric 
patient differs markedly in her preparation for 
anesthesia from that of the average surgical 
case. Obstetrical anesthesia is all too often 
administered by an inexperienced anesthetist 
who is unable to cope with the vomiting pa- 
tient properly. 

The medical attendant cannot prevent the 
patient from taking food at home but he can 
advise her against this once labor begins and 
can see to it that she does not have food during 
labor, especially if he anticipates using anal- 
gesie drugs or anesthesia. If the patient has 
had food shortly before delivery is anticipated 
and inhalation anesthesia is necessary, gastric 
lavage is a feasible method of preventing this 
complication. The writer knows of two deaths 
on the delivery table from aspiration of gas- 
tric contents which have occurred in one large 
institution during a two-year period. Trache- 
otomy, inverting the patient, or mechanical 
intratracheal aspiration was of no avail. On 
autopsy in each instance, the trachea, bronchi 
and bronchioles were filled with aspirated gas- 
tric material. It is obvious why the various 
methods of resuscitation failed. In less dra- 
matic instances where smaller amounts of ma- 
terial are aspirated we find the principal causes 
of various degrees of atelectasis, pneumonia, 


*A series of short selected articles by members of the Section 
is being published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 


and occasionally lung abscess. The most effec- 
tive treatment is prophylactic and consists in 
preparing the patient for anesthesia in so far 
as we are able and in securing the most expert 
administration of anesthetics. 

Pneumonia in the puerperium is not a com- 
mon complication. It may be present or incipi- 
ent during labor and later be recognized. <A 
fairly large proportion of cases follow oper- 
ative deliveries with difficult anesthesia. This 
type especially is likely to show the character- 
isties of bronchopneumonia but the process may 
be localized to one or more definite lobes. Symp- 
toms are complicated by the patient’s reaction 
to the delivery and the signs in the early stages 
are not clear cut. The clinical signs with the 
aid of portable x-ray are generally adequate 
for diagnosis. Immediate sputum typing is 
important. In the Type I group the immediate 
administration of serum frequently gives ex- 
cellent results. Otherwise the.treatment is 
supportive with sedation and oxygen therapy 
as needed. 

Pulmonary embolism is the most common 
eause of sudden death in the parturient and 
puerperal patient. It occasionally occurs in 
pregnancy. During or immediately following 
delivery, embolism is most commonly associated 
with rheumatic heart disease, difficult vaginal 
deliveries, vaginal manipulation in placenta 
praevia, difficult anesthesia and cesarian section. 
Embolism in this group usually occurs during 
the delivery or in the first six hours postpar- 
tum. All degrees oceur from those in which 
the only clinical evidence is a few localized 
rales in the chest with slight sudden elevation 
of pulse and respiration to those in which the 
patient suddenly becomes cyanotic and expires 
in a few minutes. The prognosis is in direct 
proportion to the severity of the case. The 
mortality in massive puerperal embolism is 
quoted by various authors at seventy per cent. 

Later in the puerperium the chief source of 
pulmonary embolism is pelvic thrombosis and 
thrombophlebitis. Many of these patients show 
no clinical evidence of the thrombosis and the 
occurrence of embolism is unpredictable. In 
those instances in which thrombophlebitis is 
known to exist, our best prophylaxis consists in 
keeping the patient in bed for at least one week 
after the temperature and pulse have reached 
normal levels. 

The treatment consists in sedation by mor- 
phia and, in the serious group, the use of the 
oxygen tent. Pulmonary embolectomy is still 
in the experimental stage and is available in 
few large institutions. To date it has carried 
a high mortality. 

Postpartum pulmonary atelectasis either of 
slight or massive variety undoubtedly occurs 
more frequently than is generally considered. 
It plays a role preliminary to the occurrence of 
pneumonia in many instances. In the massive 
variety the extensive involvement of the affected 
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lung and the retraction of the heart to the af- 
fected side are pathognomonic. If uncompli- 
cated the prognosis in this condition is excel- 
lent. From the standpoint of differential diag- 
nosis its recognition is important. ~The treat- 
ment consists of CO? inhalations or in turning 
the patient from side to side several times dur- 
ing the day until reinflation is established. 


THIRD ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning December 8: 


Barnstable 
Sunday, December 8, at 4:00 P.M., at the Cape 
Cod Hospital, Hyannis. Subject: Kidney 
and Bladder Diseases, B (Surgical): Pros- 
tatism and Related Diseases. Cystitis and 
Pyelitis. Instructor: S. B. Kelley. J. I. B. 
Vail, Chairman. 


Bristol South (Fall River Section) 

Monday, December 9, at 4:00 P.M., at the Ste- 
vens Clinic of the Union Hospital, Fall 
River. Subject: Diseases of the Liver: 
Hepatitis and Painless Jaundice. Problems 
in Diagnosis and Treatment. Instructors: 
C. M. Jones and L. S. McKittrick. Eugene 
A. McCarthy,. Sub-Chairman. 


Essex North 
Friday, December 13, at 4:00 P.M., at the Hotel 
Bartlett, 95 Main Street, Haverhill. Sub- 
ject: Pediatrics: The Neonatal State and 
Its Diseases; Medical and Surgical Aspects. 
Instructors: L. W. Hill and T. H. Lanman. 
Francis W. Anthony, Chairman. 


Essex South 
Tuesday, December 10, at 4:00 P.M., in the 
Nurses’ Home of the Salem Hospital, Salem. 
Subject: Pediatrics: Abdominal Disease in 
Childhood; Medical and Surgical Aspects. 
Instructors: S. H. Clifford and J. W. Cham- 
berlain. Walter G. Phippen, Chairman. 


Hampden 

Thursday, December 12, at 4:00 P. M., at the 
Academy of Medicine, Professional Build- 
ing, 20 Maple Street, Springfield, and at 
8:00 P.M., at the Holyoke City Hospital, 
Holyoke. Subject: Dermatology: Ten Com- 
mon Skin Diseases — Diagnosis and Treat- 
ment. (1) Impetigo Contagiosa, (2) Scabies, 
(3)Acne Vulgaris, (4) Psoriasis and Sebor- 
rhoeic Dermatitis, (5) Epidermophytosis, 
(6)Herpes Simplex and Zoster, (7) Eczema, 
(8) Erythema Multiforme, (9) Verruca Vul- 
garis and (10) Dermatitis Medicamentosa 
and Dermatitis Venenata. Instructor: E. L. 
Oliver. George L. Schadt and George D. 
Henderson, Chairmen. 


Hampshire 

Wednesday, December 11, at 4:15 P.M., in the 
Nurses’ Home of the Cooley Dickinson Hos- 
pital, Northampton. Subject: Kidney and 
Bladder Diseases, B (Medical): Chronic 
Nephritis. Cardiorenal Disease. The Use of 
Diuretics. Instructor: W. R. Ohler. Rob- 
ert B. Brigham, Chairman. 


Middlesex South 

Tuesday, December 10, at 4:15 P.M., at the Cam- 
bridge Hospital, Cambridge. Subject: Oph- 
thalmology and Otolaryngology: (a) The 
Major Hazards in Diagnosis of Diseases of 
the Eye, Ear, Nose and Throat as Seen in 
General Practice. (b) Special Treatment in 
Acute Medical and Traumatic Diseases of 
Eye. Emergencies Arising in the Treatment 
of the Ear, Nose and Throat. Instructors: 
P. A. Chandler and C. T. Porter. Edmund 
H. Robbins, Chairman. 


Norfolk South 
Monday, December 9, at 8:30 P.M., at the Quin- 
cy City Hospital, Quincy. Subject: Kidney 
and Bladder Diseases, A (Surgical): Hemat- 
uria: Its Significance in Surgical Diseases 
of Kidney and Bladder. Instructor: Rich- 
ard Chute. David L. Belding, Chairman. 


Plymouth 
Tuesday, December 10, at 4:00 P.M., at the 
Brockton Heaspital, Brockton. Subject: Re- 
view of the Principle of Dietetics. Instruc- 
tors: W. P. Murphy and John Talbot. W. H. 
Pulsifer, Chairman. 


Worcester North 

Friday, December 13, at 4:00 P.M., at the Bur- 
bank Hospital, Fitchburg. Subject: Lung 
Diseases: (a) Significance of Symptoms 
and Signs in Chronic Lung Disease; Tuber- 
culosis, Bronchiectasis, etc. (b) The Value 
of Surgery in Above Disease Problems. In- 
structors: T. L. Badger and R. H. Overholt. 
Edward A. Adams, Chairman. 


_ 


BOSTON MEDICAL LIBRARY 


Henry Bence Jones, MD., F.RS. 1813-1873 


Henry BENcE JONES is probably best known 
to clinicians as the discoverer of a variety of 
protein, occurring in the urine, which is com- 
monly designated as ‘‘Bence-Jones Bodies.’’ 
This was but one of several important discov- 
eries of a chemical nature which he made, for he 
may be accounted a pioneer among physicians 
of the nineteenth century in bringing to bear 
the results of chemical research upon the clin- 
ical aspects of disease. He was born at Thor- 
ington Hall, England, on the 31st of December, 
1813. When he was twelve he was entered at 
Harrow where he received a classical training, 


and at eighteen was matriculated at Trinity 
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College, Cambridge. From this university he 
received, in succession, an A.B., in 1836, an 
A.M. in 1842, an M.B. in 1845 and an M.D. in 
1849. He ‘‘walked the wards’’ of St. Georges 
Hospital as a part of his medical training. Dur- 
ing that time he was carrying on special work 
in chemistry with Thomas Graham at Univer- 
sity College. In 1841 he visited Giessen where 
he continued his chemical studies under Liebig. 
He became a licentiate in 1842 and a fellow 
in 1849 of the Royal College of Physicians and 
subsequently was for several years its senior 
Censor. In 1846 he was elected to the Royal 
Society and from 1860 to nearly the end of 
his life he was secretary of the Royal Institute. 

From 1846 until 1860 he was Assistant Sur- 
geon, and later surgeon, to St. Georges Hos- 
pital. His celebrity as a physician is indicated 
by the names of some of the distinguished men 
of England to whom he ministered in that capac- 
ity, viz., Thomas Huxiey, Herbert Spencer and 
Charles Darwin, to mention only three. 

In the catalogue of the Royal Society are re- 
corded the titles of thirty-four articles from 
his pen. That he utilized his chemical research- 
es in a practical way may be inferred from the 
titles of some of his papers, viz., ‘‘Gravel, Cal- 
eculus and Gout; the Application of Liebig’s 
Physiology to these Diseases.’’ 1842. ‘‘On Ani- 
mal Electricity, An Abstract of the Discoveries 
of Du-Bois Raymond.’’ 1852. ‘‘ Animal Chemis- 
try in its Application to Stomach and Renal 
Diseases.’’ 1850. ‘‘Lectures Upon Some of 
the Applications of Chemistry and Mechanics to 
Pathology and Therapeuties.’’ 1867. ‘‘Croonian 
Lectures on Matter and Foree.’’ 1868. Mi- 
chael Farraday was a close friend of his and a 
two volume Life of Farraday, written by Jones, 
attests the great admiration he entertained for 
him. 

His death took place in London, April 30, 
1873. His wife, who was a cousin, and a 
daughter of the second Earl of Gosford, and a 
large family survived him. 

There are few recorded instances of men 
who have achieved distinction in the clinical 
field whose success there seems so definitely 
grounded upon their own achievements in the 
realms of pure science. This is the more strik- 
ing in Jones’ case because his practice and re- 
search were carried on simultaneously and it 
was only when compelled by physical warnings 
of a serious cardiac lesion that he curtailed his 
clinical work; he was able to continue his sci- 
entific studies almost to the end. There is 
searcely one of his published communications 
that does not indicate a desire to correlate sci- 
entific truth with diagnostic and therapeutic 
usage, in a practical way. He enjoyed a large 
acquaintance among the pure scientists, notably 
with Latham, Graham, Fownes, Liebig, Tyndal, 
Huxley, Du-Bois Raymond, Kihne, Briicke, 
Ludwig, Farraday, Helmholtz and Grove. 


Among the distinguished practitioners of his 
day he was not quite so widely recognized. He 
was honored by membership in numerous sci- 
entific and philanthropic societies. His temper- 
ament was one that made friends and provoked 
enmities. His enthusiasm for his work made 
him a stimulating and inspiring teacher, adored 
by youth, to whom he was always kindly dis- 
posed and helpful, but his intolerance of au- 
thority and opposition brought him into con- 
flict with fellow-workers at times, though he was 
never unwilling to acknowledge that he was in 
the wrong when it could be demonstrated. The 
later years of his life were occupied to a con- 
siderable extent by his duties as secretary of 
the Royal Institute where he was the one re- 
sponsible for selecting outstanding lectures, both 
in science and literature. He also devoted a 
good deal of time to devising, while he was a 
member of a Royal Commission, measures to 
control a serious epidemic among cattle that had 
appeared in England in 1865. 

It would be difficult to find a better demon- 
stration of the value of a scientific training in 
physics and chemistry to the practical require- 
ments of a physician than is exemplified in the 
life of Henry Bence Jones. 


REFERENCES 


London Lancet 1: 614 (Apr. 26) 1873. 
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MISCELLANY 


VISITING OFFICIALS OF THE AMERICAN 
MEDICAL ASSOCIATION 


Dr. James S. McLester, President, and Dr. J. Tate 
Mason, President-Elect of the American Medical As- 
sociation, made a flying visit to Boston, November 
27, as arranged in the program to visit the several 
constituent medical societies of the National Asso- 
ciation. 

Dr. Roger I. Lee, a Trustee of the American Medi- 
cal Association, entertained the visitors at a Som- 
erset Club luncheon, and Dr. Mongan, President, and 
Dr. Begg, Secretary of the Massachusetts Medical 
Society, arranged a reception and banquet at the 
Harvard Club, to which the officers of the State 
Society, and the District Societies and coérdinated 
medical interests were invited. Both Dr. McLester 
and Dr. Mason entertained the assembly until a late 
hour by recitals covering the history of the Ameri- 
can Medical Association with full descriptions of all 
its activities as carried on by the large number of 
bureaus, heads of departments, and the scientific 
sections. 

These eminent leaders of the profession held the 
interest of the audience by the clear presentation of 
facts and the compelling logic of the principles of 
the national body. 

After the address of Dr. McLester, a film was run 
off which made it possible for the company to visu- 
alize the work of each department with reproduc- 
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tions of photographs of the founders of the Asso- 
ciation and many of the present officials. 

The most urgent appeal in the addresses was for 
coérdination of the whole medical profession in pro- 
moting the best possible care of the illnesses of the 
people and the maintenance of the sacred functions 
of the doctor in his relation to his patient. 


It was clearly explained that the recent concen- 
tration of attention of certain Federal plans on the 
problems of the medical profession brought us to 
the brink of a disaster which, although dispelled for 
the time being, demands of the profession concen- 
tration on the plans and purposes of certain govern- 
ment officials, and in order to prevent lay control 
of medical service there must be developed unanimi- 
ty of purpose and action by the medical profession. 

The speakers made it plain that the House of 
Delegates intends to carry out the will of the pro- 
fession, but that there must be shown to this rep- 
resentative body exactly the character of these com- 
mon sentiments. To that end, each component so- 
ciety must concentrate on the medical problems be- 
fore the country and send well-informed delegates to 
the executive body of the Association. 


The speakers urged those in attendance to go back 
to their local societies and instruct the individual 
members in the important medical problems before 
the nation. 

Dr. Charles E. Mongan, President of the Massa- 
chusetts Medical Society, presided and gracefully 
introduced the speakers. 


A FAREWELL DINNER FOR MR. FRANK 
KIERNAN 


On the evening of November 25 the friends of 
Mr. Frank Kiernan assembled at the Hotel Statler 
to express their appreciation of the work done by 
him in Massachusetts for the past ten years, and to 
wish him success in the new position which he is 
about to assume as Director of the New York Tu- 
berculosis and Health Association. 

Mr. Kiernan came to Massachusetts in 1925 to 
serve the Massachusetts League as its Executive 
Secretary. His remarkable energy and interest in 
public health work led to responsible positions with 
other organizations as shown by his coincident ap- 
pointment to the position of Secretary of the Massa- 
chusetts Society for Social Hygiene, Secretary and 
Treasurer of the Massachusetts Central Health 
Council, and President of the New England Tuber- 
culosis Association. He filled all of these positions 
with remarkable success, and officers of these or- 
ganizations responded to introductions by the Rev- 
erend Walter F. Greenman who acted as master of 
ceremonies and paid cordial tribute to the services 
rendered by Mr. Kiernan. His resignations from 
these positions were accepted with regret in order 
to facilitate Mr. Kiernan’s promotion to a larger 
field of usefulness. 

The especially appropriate addresses were deliv- 
ered by Dr. Frederick T. Lord, President of the 
League; Dr. E. Granville Crabtree, President of the 


Social Hygiene Society; Dr. Henry D. Chadwick, 
State Commissioner of Public Health; Dr. Charles 
F. Wilinsky, Deputy Commissioner of Health of Bos- 
ton, and Miss Hazel Newton, representing the pub- 
licity division of the Boston Council of Social 
Agencies. 

In his response to the felicitations of the several 
speakers, Mr. Kiernan spoke eloquently of the cor- 
dial relations which he has enjoyed with the people 
of Massachusetts during the past ten years, and as- 
sured the company of his continued interest in the 
public health policies of Massachusetts. 


THE REAPPOINTMENT OF DR. DURRETT 


Dr. J. J. Durrett of New York has been reappoint- 
ed Chief of the Drug Division of the Food and Drug 
Administration. Dr. Durrett will take charge of the 
work early in January. 

Dr. Durrett returns to his former post after an 
absence of a little more than four years. During 
that period he was engaged in commercial work 
and was associated with E. R. Squibb & Sons of 
New York City. He originally entered the service 
of the Food and Drug Administration in May, 1928, 
and resigned in August, 1931. 

Before entering the service, Dr. Durrett had four- 
teen years’ experience in the practice of medicine, 
as a city health officer, and as a surgeon in the Pub- 
lic Health Service. He holds B.S., M.S. and Ph.G. 
(Graduate in Pharmacy) degrees from the Univer- 
sity of Alabama and the M.D. degree from Harvard 
University. 

As Chief of the Drug Division, Dr. Durrett will be 
in control of the work involved in the enforcement 
of those provisions of the Federal Food and Drugs 
Act which apply to drugs, medicines and veterinary 
preparations. 


AN HONOR TO DR. ALICE HAMILTON 


A luncheon in honor of Dr. Alice Hamilton was 
given at the Women’s Educational and Industrial 
Union, November 21, 1935, by the Consumers League 
of Massachusetts, branch of the National Con- 
sumers League, of which she is vice-president. 

Dr. Richard Cabot presided and in his address de- 
plored the fact that Harvard had not adequately rec- 
ognized women leaders in the professions. 

Dr. Hamilton is the first woman professor at Har- 
vard University and has been recognized as an out- 
standing authority in industrial hygiene. She has 
recently been appointed adviser on industrial poi- 
sons for the United States Department of Labor. 


RECOGNITION OF THE TEACHING SERVICE OF 
DR. J. B. AYER 


A dinner was given to Dr. James Bourne Ayer 
on Tuesday, November 26, 1935, at the Tavern 
Club, Boston, to celebrate the first twenty-five years 
of his teaching in the Harvard Medical School. 
About sixty guests attended the dinner, all of 
whom are members of the Department of Diseases 
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of the Nervous System, Harvard Medical School, or 
of the associated departments of neurosurgery, 
anatomy, physiology, psychology and medicine. Dr. 
C. Macfie Campbell acted as toastmaster and brief 
speeches were made by Drs. James H. Means, 
W. Jason Mixter, George Walton, Merrill Moore, 
and Henry R. Viets. Amusing skits on the neu- 
rology of the past, depicting scenes in the lives 
of Magendie, Quincke and Gowers, were presented 
under the direction of Dr. Stanley Cobb and Dr. 
Tracy J. Putnam. Dr. Ayer spoke briefly in re- 
gard to the developments in neurology during the 
last twenty-five years. In this period of time the 
department has expanded from one with three or 
four men to a large group, represented by the 
following men, who were present at the dinner. 
A few men active in neurology were unable to 
attend. 


Alexander, Leo 
Anthonisen, Niels L. 
Ayer, James B. 
Barrett, Wm. G. 
Bloomberg, Wilfred 
Campbell, C. Macfie 
Caner, G. Colket 
Carmody, J. 
Clymer, George 
Cobb, Stanley 

Cole, Edwin M. 
Crone, Neil L. 
Davis, Hallowell 
d’Elseaux, Frank B. 
Emerson, L. Eugene 
Epstein, Samuel H. 
Faxon, Nathaniel 


McKenna, John C. 
Means, J. Howard 
Merritt, H. Houston 
Mixter, Wm. Jason 
Moore, Merrill 
Munro, Donald 

Peck, Martin W. 
Putnam, Tracy J. 
Raeder, Oscar J. 
Richter, C. P. 
Rioch, David M. 
Schwab, Robert S. 
Smithwick, Reginald 
Solomon, Harry C. 
Stillman, J. Sydney 
Thomas, Jackson M. 
Tillotson, Kenneth J. 
Finesinger, Jacob E. Trevett, Laurence D. 
Fremont-Smith, Frank Viets, Henry R. 
Fremont-Smith, Maurice Waite, J. Herbert 
Golden, Louis Walton, George 
Gregg, Donald Washburn, Frederic A. 
Hodgson, John S. Waterman, George 
Horrax, Gilbért Wells, F. Lyman 
Ingraham, F. D. White, James C. 
Kaufman, M. Ralph Whitehorn, John C. 
Kubik, Charles S. Whitney, Raymond L. 
Lennox, Wm. G. Wislocki, George 
Lunt, Lawrence K. Wood, W. Franklin 
MacDonald, Charles A. Yakovlev, Paul I. 
McDermott, Wm. V. Young, David A. 


TUBERCULOSIS—A CHALLENGE TO YOUTH* 


By Louise STRACHAN 
Director Child Health Education, 
National Tuberculosis Association 


“He who has health has hope, and he who has 
hope has everything,” runs an old Arabian proverb. 
Hope is characteristic of youth, and health has 
long been regarded as one of youth’s prerogatives. 
Yet for countless ages tuberculosis has been reaping 


*Published to promote the success of the Seal Sale for 1935. 


a rich harvest in the field of youth. That it existed 
in the days of Egypt’s greatness is proved by the 
evidence found in recently unearthed mummies. 
Tuthankhamen, whose tomb in the Valley of the 
Kings was excavated in 1922, and whose age at 
death was not more than eighteen, appears to have 
died of tuberculosis. The disease has never been 
a respecter of persons: prince and pauper, poet and 
peasant, one and all have suffered its ravages. 
Tuberculosis seemed an invincible foe, and in- 
deed it was until-the genius of Koch discovered the 
cause of the disease—a tiny rod-shaped germ known 
as the tubercle bacillus. This happened but half a 
century ago, in 1882, and since that time, when a 
real offensive was launched against this ancient 
enemy of mankind, the number of lives lost because 
of tuberculosis has steadily decreased. The tuber- 
cle bacillus is on the run! We know more about 
him today than has ever been known before in the 


-| history of the world. We know enough to abolish 


the disease and the question is not “Can we?” but 
“Will we?” 

Here lies the challenge to youth. The fight can- 
not be won without the support of the high school 
and college students, for in their group, between 
ages fifteen and twenty-four, tuberculosis still tri- 
umphs in its old réle of “Captain of the Men of 
Death.” Most young people possess courage—it is 
twin to hope—and will face facts. The cold hard 
fact of the matter is that tuberculosis causes more 
deaths among young people, between fifteen and 
twenty-four, than any other disease. What are they 
going to do about it? If they do nothing, how can 
the fight be won? 

What can they do about it? First, learn the facts: 
Tuberculosis is preventable. It is curable. It is 
not hereditary. It is a communicable disease spread 
only by close contact with a person whose sputum 
is filled with tubercle bacilli. Secondly, know the 
weapons with which the disease is being fought: the 
tuberculin test, a harmless skin test which reveals 
the presence of infection; the x-ray, which shows 
the degree of infection and disease; the sanatorium, 
and the surgical methods of treatment. Also learn 
the importance of the practice of good daily health 
habits, which help prevent the disease from devel- 
oping. There’s a reason for adequate rest, well- 
balanced meals, fresh air, and exercise! 

How can this be done? The National Tuberculo- 
sis Association and its affiliated associations are 
hard at work on this problem of youth. The tuber- 
culin testing of high school and college students is 
spreading rapidly in all sections of the country and 
the interest and support of high school and college 
officials in this work is indicative of their recogni- 
tion of its importance. The first national confer- 
ence on college hygiene, held at Syracuse Univer- 
sity in 1931, laid down specific recommendations for 
the inauguration and conduct of an adequate tuber- 
culosis program among college students, which in- 
cludes not only tuberculin testing and x-raying, but 
also routine instruction in the personal and com- 
munity aspects of the disease. This conference, 
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sponsored by the American Student Health Associa- 
tion and the National Health Council, was initiated 
by the National Tuberculosis Association, and its 
Proceedings were published by the same organiza- 
tion. Now, plans are under way for another con- 
ference to be held in 1936 to review the recommen- 
dations of the Syracuse meeting and strengthen and 
improve them in the light of five years’ experience. 
The National Tuberculosis Association is closely as- 
sociated with this undertaking also. 


In the high school field much headway is being 
made. Field trips to local clinics and sanatoria 
arranged by tuberculosis associations for high school 
students are being successfully carried on with the 
whole-hearted support of school authorities. The 
lively interest shown by the students and the bat- 
teries of questions that have been turned upon the 
leaders of the expeditions prove once again that 
“youth will face facts” and is eager to know the 
whys and the wherefores of things. Viewing the 
tubercle bacillus under a microscope is a thrilling 
experience and the student who has done so is like- 
ly to become a missionary in the cause of spreading 
the facts about tuberculosis. A friendly talk with 
the superintendent of the local sanatorium and a 
visit with him to the x-ray room will familiarize 
the young adolescent with the weapons used in the 
fight against this preventable disease and dispel 
any lurking fears he may be harboring. It is indeed 
curious how many otherwise intelligent adults still 
possess an unreasoning fear of tuberculosis. It is, 
of course, a “hangover” from the old days when a 
diagnosis of tuberculosis meant tragedy. 


Will youth accept this challenge? Will high 
school and college students lend a hand to speed 
the fight, win the victory and place tuberculosis in 
the limbo of ancient and forgotten diseases that 
have plagued humanity? The campaign is financed 
by the annual sale of tuberculosis Christmas Seals, 
a penny each, so everyone may have a share. Buy 
and use these Christmas Seals. They are messen- 
gers of health and hope and happiness; they tell of 
the courage and faith which has insured the suc- 
cess of the fight thus far. But besides sharing in 
the purchase of these little stickers, learn the facts 
about tuberculosis and help your local, state and 
national tuberculosis associations in their efforts 
to spread the truth about this preventable, curable, 
communicable disease. 
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CORRESPONDENCE 


COMPULSORY SICKNESS INSURANCE 


November 26, 1935. 
Editor, New England Journal of Medicine, 

Regarding the stand of the State Society against 
Compulsory Sickness Insurance for low income 
groups. 

The principle of insurance is sound. It is better 
for the cost of illness to be spread over a lifetime 
than for it all to come when a person is sick and 
unable to work. 


It is stated that physicians give a hundred mil- 
lion dollars’ worth of service to the clinics, free each 
year. Besides this there is a vast amount of medi- 
cal service outside the clinics that is never paid 
for. Why so bitterly oppose a system of insurance 
that would pay physicians for these services? 

Yours very truly, 
MILMAN PEASE, M.D. 

Brookfield, Mass. 


A CORRECTION 
Editor, New England Journal of Medicine, 

In my paper on “Myxedema Heart. Report of a 
Case” (New Eng. J. Med. 213:918, 1935), an error 
was made in the interpretation of the published 
electrocardiogram dated December 5, 1934. Because 
of the slight irregularity and the marked artifact in 
Lead I, it was wrongly interpreted as being auricu- 
lar fibrillation. Because of this, the paragraph in 
the discussion referring to auricular fibrillation does 
not apply. 

Sincerely yours, 
JULIAN C. GANT. 
313 Commonwealth Avenue, Boston, Mass. 


THE PROBLEM OF CRACKED NIPPLES 
November 22, 1935. 
Editor, New England Journal of Medicine, 

Many physicians and nurses and even some ob- 
stetricians fail to appreciate the true significance 
of cracked nipples. Many still adhere to the futile 
application of mild astringents during pregnancy 
and to such palliative measures during the puer- 
perium as demulcents, styptics, nipple shields, or the 
breast pump. They assume the cause to be the in- 
nate delicacy of the tissue of the nipples or the 
unusual vigor of the jaws of the nursing infant. 

In my personal experience of more than twenty- 
five years the actual cause of such fissures of more 
than transitory duration has invariably been found 
to be trauma from suckling due to insufficient or 
deficient lacteal secretion. There has been a con- 
comitant restlessness or excessive crying of the 
baby with a tendency to lose weight or at least not © 
to gain. Rational therapy obviously should be di- 
rected to augmenting the supply of milk with com- 
plementary feedings. 

Sore nipples therefore should be recognized as 
a cue to the demand for partial or total weaning of 
the nursing babe. 

Yours truly, 
G. W. Haieu, M.D. 

242 Burncoat Street, 

Worcester, Mass. 


VOMITING OF PREGNANCY 
Editor, New England Journal of Medicine, 

I was much interested in reading the article on 
“Vomiting of Pregnancy” which appeared in The 
New England Journal of Medicine in a _ recent 
issue*. 

*218: 885 (Oct. 3) 1935. 
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It seems to me that he is on the right track and 
that his ideas concerning its treatment will eventu- 
ally be accepted. 

For the past four years I have been interested 
in this condition and was led to the same conclu- 
sions as regards treatment, but by a different method 
of approach. 

For the last ten years I have been experimenting 
with auscultation of the abdomen and, in a number 
of functional and pathological conditions, have noted 
the presence of exaggerated peristalsis such as nerv- 
ous indigestion, acute alcoholism, cyclic vomiting 
of children, and the early vomiting of pregnancy. 
I am not concerned here with vomiting in the later 
months of pregnancy. 

There is a normal peristaltic rate and an abnormal 
The normal rate varies from five to ten faint 
tinkles per minute, the truth of which any physi- 
cian can satisfy himself if he will listen to the ab- 
domens of thirty or forty healthy young adults. 
The normal rate seems to be remarkably constant. 

When there is some abnormal stimulation of the 
sympathetic nervous system the peristaltic rate in- 
creases. The rate varies from fifteen sounds per 
minute to a continuous gurgle. The quality of the 
sounds changes also. The normal high-pitched 
tinkle is replaced by a harsh low-pitched gurgle. 
Occasionally the sounds are so loud that it is not 
necessary to use a stethoscope to hear them. 

Occasionally, in cases of acute indigestion, sea- 
sickness, and in severe cases of vomiting of preg- 
nancy, spasm is also present and may be so intense 
as to prohibit peristalsis altogether which tem- 
porarily prevents any sounds being heard. In many 
cases of very acute indigestion the writer has noted 
this condition, and after the administration of 1/50 
of a grain of atropine has noted the presence of 
active peristalsis. It may prove to be the case that 
vomiting does not occur until there is a certain 
amount of spasm. In this condition atropine seems 
to be more effective than phenobarbital although 
both are necessary. 

During the last four years the writer has collect- 
ed a series of twenty cases of vomiting in early 
pregnancy. All but two of them were mild or of 
moderate severity and all responded quickly to 
phenobarbital given by mouth. In a few cases 
where vomiting prohibited its oral administration, 
sodium luminal was given intramuscularly. In these 
cases the response to treatment was immediate and 
surprisingly effective. 

About a year ago two severe cases were admitted 
into the North Country Community Hospital in Glen 
Cove, Long Island. They. entered at nearly the 
same time. One of them had been able to retain 
practically nothing in her stomach for a period of 
three weeks and had lost twenty pounds in weight. 
The other had been vomiting continuously for about 
two weeks and had lost fifteen pounds in weight. 
Both had been under severe mental strain, their 
husbands being without work. Both had negative 
physical examinations except for the presence of 
acetone in the urine and very active peristalsis. 


These patients had been in the hospital for sev- 
eral days before I came on service, and had been 
treated in the usual manner with fluids and glucose 
which had resulted in very little improvement. 

The first day they were given five grains of sodium 
luminal intramuscularly in divided doses, and three 
doses of atropine sulphate 1/100 of a grain. The 
second day they were given four grains of sodium 
luminal and two doses of atropine. No other treat- 
ment was given. In both cases the vomiting ceased 
within forty-eight hours, and both were able to re- 
tain some nourishment on the second day of the 
treatment. For the next three or four days, pheno- 
barbital (grains 4%) was given every four hours. In 
neither case was there a return of the vomiting. 
The patients remained in the hospital a few days 
and in two weeks both had nearly regained their 
normal weight. 

This is only a small series of cases and I am 
in no position to judge whether the condition of 
hypermotility and its response to phenobarbital 
would hold true in a much larger series, but other 
physicians have told me that they have had success 
with this treatment. 

Very truly yours, 
C. Stevens, M.D. 

Walpole, N. H. 


SUPRARENAL CORTEX IN THE TREATMENT 
OF VOMITING OF PREGNANCY 
Editor, New England Journal of Medicine, 

In the October 31, 1935 issue of The New England 
Journal of Medicine, under the editorial section of 
Obstetrics and Gynecology, is a treatise on “The 
Treatment of Vomiting of Pregnancy.” 

In the discussion of therapy for this condition 
many types have been included. Nowhere, how- 
ever, is there any mention of Suprarenal Cortex 
(Armour’s). 

This, I believe, is a serious omission because the 
condition may lead to therapeutic abortion, which 
is absolutely forbidden in some religions, or may 
lead to a profound mental shock to those parents 
who desire children of their own. Therefore, any 
form of therapy which has already been shown to 
be of some value, particularly in preventing abor- 
tion, is worthy of trial and certainly worthy of be- 
ing included in a treatise of this sort. 

Suprarenal Cortex (Armour’s), given either intra- 
venously or orally (the latter after vomiting has 
subsided), has already proved to be of marked ben- 
efit in some cases in our hands. Our preliminary re- 
port (by Dr. Joel M. Melick and myself) appeared in 
the Journal of Obstetrics and Gynecology, Volume 
29, page 602, April, 1935. Since that time more than 
fifty cases have been so treated, some being of mild 
degree, others moderate and still others who would 
be classed as hyperemesis gravidarum. In the first 
group there have been three failures and in the lat- 
ter two groups, in no instances have we had a single 
failure. The group collected to date is admittedly 
inadequate for a critical analysis of the results, yet 
this number is sufficient to bring this therapy out 


( 


ry 


no we 


| 
| 
| 
| | 
| 
| | 
| 
} | 
| 
; 
| 
‘ 
| 
| I 
| 
fi 
; 
| | | 
| | 
| | 
| 
| 
| a 
f 


VOL. 218 EDITORIAL DEPARTMENT . 1155 


NO. 23 


of the realms of philosophical probabilities. Cer- 
tainly it should be given a trial when other meas- 
ures fail. We have had no untoward effects from the 
suprarenal cortex itself, in any of our cases. I am 
in hearty accord with the discussion that brings to 
light the possible complications of avitaminosis and 
dehydration. 

It may be well at this time to stress the fact that 
we have used only Armour’s products in this form 
of therapy. It is a well-known fact that the strength 
and the hormone itself changes depending upon the 
method of extraction. No two manufacturers ex- 
tract the whole gland exactly alike. It is there- 
fore suggested at the present time that the Armour 
product be used exclusively until it is fully de- 
termined, experimentally, whether other manufac- 
turers’ products may be used in the same way. 

If I did not fully appreciate the extreme impor- 
tance of any efficacious therapy in this condition, I 
would not ask you to bring this matter to the atten- 
tion of your readers, but fully believing in this, I 
hope that you will have the kindness to supplement 
the treatise already printed, with that expressed 
above. 

; Sincerely yours, 
WILLIAM FREEMAN, M.D. 

P. O. Box 489, Worcester, Mass. 

November 14, 1935. 


OFFICIAL ACTION OF THE BOARD OF REGIS- 
TRATION IN MEDICINE 


State House, Boston 
New England Journal of Medicine, 

This is to inform you that at a meeting of the 
Board of Registration in Medicine held November 
15, 1935, the Board voted to revoke the license of 
Dr. John F. Cummings, of Brockton, for conviction 
in court on a charge of abortion. 

Yours very truly, 
STEPHEN RusHMoRE, M.D., Secretary. 


RECENT DEATHS 


SOUTER — WittI1AM Norwoop Souter, M.D., of 
Portsmouth (New Castle), New Hampshire, died at 
his home, November 24, 1935, after a long illness. 

He was formerly a practitioner in Boston and held 
positions on the teaching staff of the Harvard Medi- 
cal School and the Massachusetts Eye and Ear In- 
firmary. 

Dr. Souter was born in Virginia in 1861 and grad- 
uated from the University of Maryland School of 
Medicine and College of Physicians and Surgeons 
of Baltimore in 1886. His practice had been re- 
stricted to ophthalmology. 

His widow, Mrs. Mary L. (Benton) Souter; a son, 
Louis, and a daughter, Helen, survive him. 


COY — SerH Wuarp Coy, M.D., of 34 Princeton 
Street, East Boston, died at the Winthrop Hospital, 
November 28, 1935, the result of being struck by an 
automobile. 


Dr. Coy was born in Boston in 1863 and, after be- 
ing educated in the public schools of this city, at- 
tended the Boston University Medical School and 
graduated therefrom in 1889. He was a member of 
the East Boston Medical Society and the Balbec 
Masonic Lodge. 

His widow, Mrs. Grace Coy, and two sons, Ralph 
Coy and Edward Coy, survive him. 
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NOTICES 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 P.M. on Thursday, December 12, in the 
amphitheater of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


REMOVAL 


JOSEPH TARTAKOFF, M.D., announces the removal of 
his office from 79 Warren Street, Roxbury, to 371 
Commonwealth Avenue, Boston. Telephone Com- 
monwealth 4200. 


ALPHA OMEGA ALPHA LECTURE 


Dr. Warfield T. Longcope, Professor of Medicine, 
Johns Hopkins University, will deliver a lecture un- 
der the auspices of the Harvard Chapter of the 
Alpha Omega Alpha on “Studies in the Natural His- 
tory of Bright’s Disease”. Amphitheatre Building 
C, Harvard Medical School, Thursday, December 12, 
at 5 o’clock. 

Open to members of the medical profession. 


BOSTON DISPENSARY 


25 Bennet Street, Boston 
Medical Conference Program 
9-10 A.M., December 1935 

Friday, December 6, Ward Cas: —Dr. S. J. Thann- 
hauser. 

Saturday, December 7, Obesity — Dr. S. J. Thann- 
hauser. 

Monday, December 9, Diabetic Clinic—Dr. J. Schloss. 

Tuesday, December 10, Infections of Knee Joints— 
Dr. John D. Adams. 

Wednesday, December 11, Ward Cases — Dr. S. J. 
Thannhauser. 

Thursday, December 12, Experimental and Clinical 
Observations of Diuretics—Dr. Marshall Fulton. 

Friday, December 13, Ward Cases—Dr. S. J. Thann- 
hauser. 

Saturday, December 14, Pituitary Diseases and Case 
Presentation—Dr. S. J. Thannhauser. 

Monday, December 16, Social Service Case Presenta- 
tion—Miss Edith Canterbury. 
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Tuesday, December 17, Nephritis — Dr. Henry D. 
Stebbins. 

Wednesday, December 18, Ward Cases — Dr. S. J. 
Thannhauser. 

Thursday, December 19, Uric Acid in the Pathogene- 
sis of Gout—Dr. Bernard Jacobson. 

Friday, December 20, Ward Cases—Dr. S. J. Thann- 
hauser. 

Saturday, December 21, Treatment of Diabetes—Dr. 
S. J. Thannhauser. 


REPORT AND NOTICES 
OF MEETINGS 


THE CAPE COD HEALTH BUREAU 
ASSOCIATION 


At the fall meeting of the Cape Cod Health Bu- 
reau Association in Hyannis on November 15, mem- 
bers of the heaith departments of most of the towns 
of Barnstable County assembled for a_ business 
session and to listen to an address by Dr. Joseph E. 
Barrett, Assistant Commissioner of the State De- 
partment of Mental Diseases. The President, Dr. 
G. E. T. Ward of Orleans, was in the chair, and the 
business session included records by the Secretary, 
Mr. C. R. Bassett of Yarmouth, and a review of 
health conditions in the county the past six months 
by Dr. A. P. Goff, County Health Officer. 

Dr. Barrett first defined the department which 
he represented, and then outlined some of the prin- 
cipal phases of its work. It is not, as many sup- 
pose, a branch of the Department of Public Health, 
but is independent, with only one other state de- 
partment exceeding it in magnitude. 

In 1863 there was established the State Board of 
Charity, which in general cared for health matters, 
hospitals, penal institutions, etc., and charities. 
Then there was constituted a Board of Health, 
Lunacy and Charity; later the Board of Health was 
separated, and still later Lunacy became Mental 
Diseases. In 1919 the various boards were legally 
named “departments”. Massachusetts was the first 
state in the Union to establish a Department of 
Mental Diseases. The Divisions of the Department 
include those caring for medicine, mental hygiene, 
statistics and finance. There are sixteen hospitals 
maintained by the Department, and in addition 
there is the prison for the criminal insane at 
Bridgewater, which, when the new hospital for it 
at Norfolk shall have been established, will be given 
over to its care. 

Dr. Barrett stated that of the one million hospital 
beds in the country more than half are for the men- 
tally ill. In Massachusetts, besides the sixteen State 
institutions, there are two Federal hospitals and 
twenty-nine licensed private ones. Of the 29,000 
known mental patients in the State, 26,000 are in 
the hospitals, 21,000 insane and 5,000 feeble-minded. 
The mentally ill number about one in 162 of the 
population. The cost of the sixteen institutions in 
1934 was $9,700,000, or about $6.00 per week per 
person. Of the State dollar expended, about fifteen 


cents goes for the mentally ill. In 1934, 6,824 per. 
sons were admitted to the hospitals, with the dis- 
charges in the same period, about half as many. 
The death rate is naturally high, for many are 
physically weak at time of entrance, while there 
are many elderly individuals. The number of feeble- 
minded in the State is about 90,000, listed partly 
through school clinics. So far as the schools are 
concerned the law requires the town authorities to 
provide a special school for them if there are as 
many as ten backward children in a district. 

Clinics form a special feature of the program of 
the Department, and these include _ out-patient 
clinics as well as those at the hospitals, and num- 
ber in all above one hundred. Social workers have 
the opportunity to discover the feeble-minded, and 
do good service in this matter. “There are some 
who think that all such cases should be hospital- 
ized,” said Dr. Barrett, “but in fact, all do not need 
this. Early training may be effective, and many are 
reclaimed through this means.” The general prob- 
lem had best be attacked from the community side, 
and the clinics are valuable in this. One evidence of 
their agency is thought to be in the decreasing re- 
admission rate, the statistics of other states show- 
ing in general an increase in this rate. 

Following the address the gathering became a 
round table for the intimate discussion of many 
questions suggested by the address, which had lo- 
cal interest to the assembled health workers. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


The next meeting of the New England Dermato- 
logical Society will be held on Wednesday, Decem- 
ber 11, 3 P.M., at the Boston City Hospital. 

J. HARPER BLAISDELL, M.D., Secretary. 


THE SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medi- 
cal Club will be held at the office of the Boston 
Tuberculosis Association, 554 Columbus Avenue, 
Boston, on Tuesday, December 17, 1935, at 12 noon. 
The speaker will be Arthur K. Paine, M.D., F.A.C.S., 
Surgeon-in-Chief, Boston Dispensary; Consulting 
Obstetrician, Beth Israel Hospital; Chief of Staff, 
Evangeline Booth Hospital; Professor at Tufts Col- 
lege Medical School, and Assistant Professor at Har- 
vard Medical School. His subject will be “Progress 
in Obstetrics”. The usual luncheon will be served, 
and all physicians are cordially invited to attend 
this meeting. 


WILLIAM HARVEY SOCIETY 

The next meeting of the William Harvey Society 
will be held Friday, December 13, in the Auditorium 
of the Beth Israel Hospital, Boston, at 8:00 P.M. 

PROGRAM 

Speaker: Dr. Martin H. Dawson, Assistant Profes- 
sor of Medicine, Columbia University. 

Subject: “Rheumatoid and Osteo-Arthritis.” 

Chairman: Dr. Nathan Sidel, Assistant Professor 
of Medicine, Tufts College Medical School. 
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NEW ENGLAND PHYSICAL THERAPY SOCIETY 
MEETING AT THE RING SANATORIUM AND HOSPITAL 


The New England Physical Therapy Society will 
meet on Wednesday evening, December 18, as guests 
of the Ring Sanatorium and Hospital, Arlington 
Heights. 

The address of the evening will be presented by 
Clifton T. Perkins, M.D., Assistant Superintendent 
of the Worcester State Hospital. The discussion will 
be opened by Winfred Overholser, M.D., Commission- 
er of the Massachusetts Department of Mental Dis- 
eases. 

A buffet supper will be served at 6:30. The meet- 
ing will open at 8. 


BOSTON FLOATING HOSPITAL 
MonTHLY STAFF MEETING 

The next meeting of the Boston Floating Hospi- 
tal will be held Friday, 12 noon to 1 P.M., Decem- 
ber 13, in the Board Room, Boston Floating Hos- 
pital. 

PROGRAM 

Presentation of a Clinical-Pathological Picture of 
Chronic Nephritis or Essential Hypertension in @ 
Ten-Year-Old Child. 

Discussion by Allan Butler, M.D., Children’s Hos- 
pital, and Soma Weiss, M.D., Boston City hospital. 

ELMER W. Barron, M.D., Physician-in-Chief. 


PROGRAM OF THE SPRINGFIELD MEDICAL 
ASSOCIATION 

In connection with the celebration of the three 
hundredth anniversary of the founding of the city 
of Springfield, Massachusetts, in or about May 1936, 
the Springfield Medical Association has arranged a 
program of meetings which will cover the important 
matters of medical history of that city. 

Three meetings have already been held. At that of 
September 30, Dr. George L. Schadt presented a pa- 
per on “Medical Societies in and about Springfield, 
1636-1936”. At the meeting on October 28, two pa- 
pers were presented, one by Dr. Robert A. Kilduffe, 
on “High Lights in the History of Hospitals,” and the 
other by Dr. Eugene Walker entitled “A Brief His- 
tory of Springfield’s Hospitals”. At the meeting of 
November 25, Dr. Garry de N. Hough read a paper 
cn “Medicine in Springfield, 1636-1850”. 

The rest of the program follows: 

December 16 
Medicine in Springfield, 1850-1900 — Dr. Freder- 
ick S. Hopkins. 
January 27 
Medicine in Springfield, 1900-1936—Dr. Laurence 
D. Chapin. 


February 24 
Medicine in Massachusetts and New England 
from Cow Path to State Road—Dr. Regi- 
nald Fitz, Boston, Mass. 
March 30 
The Development of Surgical Practice in Spring- 
field—Dr. John M. Birnie. 


April 27 
The Development of Non-Surgical Specialties— 
Dr. Alien S. Johnson. 
The Development of Surgical Specialties — Dr. 
Eugene W. Beauchamp. 
May 18 
The Development of Medicine in the United 
States, 1636-1936 — Dr. Henry E. Sigerist, 
The Johns Hopkins University Institute of 
the History of Medicine, Baltimore, Mary- 
land. 

The membership of the Springfield Medical Asso- 
ciation is limited to fifty physicians. It was organ- 
ized January 29, 1905, and reorganized May 29, 1908. 
The officers are as follows: 

President, George L. Schadt; Vice-President, 
Garry de N. Hough; Secretary and Treasurer, Dan- 
iel R. Wheeler; Executive Committee, F. S. Hopkins, 
F. H. Baehr, J. P. Derby. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, December 10, at 8:15 P.M. 


‘PROGRAM 

Presentation of Cases. 

Types of Syncope: Their Mechanism and Treat- 
ment. By Soma Weiss, M.D. 


Medical students and physicians are cordially in- 
vited to attend. 


MARSHALL N. Futon, M.D., Secretary. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, DECEMBER 9, 1935 


Monday, December 9— 
*9-10 A.M. Boston Dispensary, 
Boston. Diabetic Clinic. 
Tuesday, December 10— 


*9-10 A.M. Boston Dispensary, 
Boston. 
Adams. 

2:30 P.M. Pediatric Ward Visit. 
and Ear Infirmary. 

7:45 P.M. Gardner Auditorium, State House, Boston. 
Current Ethical Trends. James J. Walsh, M.D. 
*8:15 P.M. Harvard Medical Society. Peter Bent 

Brigham Hospital Amphitheatre (Shattuck Street 
Entrance). 
Wednesday, December 11— 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 

Bostcn. Ward Cases. Dr. S. J. Thannhauser. 


#12 M. Clinico-Pathological Conference. Children’s 
Hospital. 


25 Bennet Street, 
Dr. J. Schloss. 


25 Bennet Street, 
Infections of Knee Joints. Dr. John D. 


Massachusetts Eye 


3 P.M. New England Dermatological Society. Bos- 
ton City Hospital. 


Thursday, December 12— 
*8:30-9:30 A.M. Clinic, Surgical Staff of the Peter 
Bent Brigham Hospital, at the Peter Bent Brig- 

ham Hospital. 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Experimental and Clinical Observations 
of Diuretics. Dr. Marshall Fulton. 

*3:30 P.M. Medical Clinic at the Peter Bent Brigham 
Hospital, 

*5 P.M. Alpha Omega Alpha Lecture. 
Medical School, Amphitheatre Building C. 

Friday, December 13— 

*9-10 A.M. Boston Dispensary, 

Boston. Ward Cases. A 


Harvard 


25 Bennet Street, 
Dr. S. J. Thannhauser. 
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8 P.M. William Harvey Society. Beth Israel Hos- 
pital Auditorium, Boston. 

12 Noon. Boston Floating \Hospital, Monthly Staff 
Meeting. 


Saturday, December 14— 
*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Pituitary Diseases and Case Presentation. 
Dr. S. J. Thannhauser. 
rounds at the Peter Bent Brigham Hos- 
pital. 


*Open to the medical profession. 
+Open to Fellows of the Massachusetts Medical Society. 


December 5—Faulkner Hospital Clinical Meeting, 5 P.M. 

December 5-7—National Society for the Prevention of 
Blindness. See page 940, issue of November 7. 

December 6-21—Boston Dispensary, Medical Conference 
Program. See page 1155. 

December 10—Harvard Medical Society. See page 1157. 

December 11—New England Dermatological Society. 
See page 1156. 
‘ ad 12—Alpha Omega Alpha Lecture. See page 
155. 


December 12—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 1155. 

December 13—William Harvey Society. See page 1156. 

December 13—Boston Floating Hospital. See page 1157. 

December 16 - May 18—Program of the Springfield Med- 
ical Association. See page 1157. 

December 17—The South End Medical Club. See page 
1 


56. 
December 18—New England Physical Therapy Society. 
See page 1157. 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 

January 8—Wednesday. Danvers State Hospital, Hath- 
orne. Clinic 5 P.M. Dinner 7 P.M. Speaker: Dr. Hos- 
kins. Subject: To be announced later. 

February &—Council Meeting, Boston. 

February 12—Wednesday. Addison Gilbert Hospital, 
Gloucester. Clinic 5 P.M. Dinner 7 P.M. Speaker and 
subject to be announced later. 

March 4—Wednesday. Lynn Hospital. Clinic 5 P.M. 
Dinner 7 P.M. Speaker: Dr. Timothy Leary. Subject: 
Arteriosclerosis. 

April 1—Wednesday. Essex Sanatorium, Middleton. 
Clinic 5 P.M Dinner 7 P.M. Speaker: Dr. Richard H. 
Overholt of the Lahey Clinic. Subject: Chest Surgery. 

May 7—Thursday. Censors’ Meeting. 

May 13—Wednesday. Annual Meeting. Salem Country 
Club. Dinner at 7 P.M. Speaker: Dr. Paul White. Sub- 
ject to be announced later. 


R. E. STONE, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


Meetings are held on the second Tuesday of January, 
March and May at the Weldon Hotel, Greenfield, at 


11 A.M. 
CHARLES MOLINE, M.D., Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 


January 28, 1936—Hotel Kenmore at 8 P.M. Subject: 
“Compulsory Sickness Insurance.’’ Speakers to be an- 


nounced. 

February 25, 1936—Massachusetts Memorial Hospitals 
at 8 P.M. Papers by the staff. 

March 31, 1936—Hotel Kenmore, at 8 P.M. Dr. Ben- 
edict F. Boland—‘“‘Cauterization of the Cervix Uteri Using 
Electrical Methods.’’ Illustrated with lantern 
slides. 

May, 1936—Annual Meeting. (Place, date and subject 
to be announced.) 

The censors meet for the examination of candidates: 
May 7, 1936; November 5, 1936. 


FRANK S. CRUICKSHANK, M.D., Secretary. 
1236 Beacon Street, Brookline, Massachusetts. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
January 16—Goddard Hospital. Subject and speakers 


to be announced later. 
March 19—Plymouth County Sanatorium, South Han- 


son. 
April 16—Brockton Hospital. 
May 21—Lakeville State Sanatorium. 


G. A. MOORE, M.D., Secretary. 
SUFFOLK DISTRICT MEDICAL SOCIETY 


December 11—At 8:15 P.M. Joint Meeting with the 
New England Heart Association at the Boston Medical 
Library. “Constrictive Disease of the Pericardium,”’ 
Dr. Charles Sidney Burwell. Discussion: Dr. Edward D. 
Churchill, Dr. Paul D. White and Dr. Rolf Lium. 


January 29, 1936—Joint Meeting with the Boston Medi- 
cal Library at 8 Fenway. ‘Observations Around the 
World,” Dr. Walter B. Cannon, 


March 18, 1936—Meeting at the Boston Medical Library. 
“The Laboratory and Clinical Story of Fatigue,” Dr. 
Arlie V. Bock and Dr. David B. Dill. Discussion: Dr. 
Donald J. MacPherson and Dr. Augustus Thorndike, Jr. 

April 29, 1936—Annual Meeting at the Boston Medical 
Library. ‘‘The Treatment of Septicaemia,’” Dr. Champ 
Lyons. “The Pleurality of Scarlatinal Streptococcus 
a Dr. Sanford B. Hooker. Discussion: Dr. Hans 

nsser. 


The medical profession is cordially invited to attend 
all of these meetings. 


ROBERT L. DeNORMANDIE, M.D., President, 
CHARLES C. LUND, M.D., Secretary, 
FRANCIS T. HUNTER, M.D., 

Boston Medical Library. 


WORCESTER DISTRICT MEDICAL SOCIETY 


December 11—Wednesday evening. St. Vincent Hospi- 
tal, Worcester, Mass. Dinner at 6:15. Scientific Program 
at 7:30. ‘Genital Prolapse,” Dr. John M. Fallon. ‘Acute 
Appendicitis Still a Medical Problem,’’ Dr. J. J. Dumphy. 
“Surgical Diseases of the Biliary Tract. Its Management 
from Viewpoint of Physician and Surgeon,” Dr. J 
McCann. 

January 8, 1936—Wednesday evening. Worcester City 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


February 12. 1936—Wednesday evening. Worcester State 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


March 11, 1936—Wednesday evening. Memorial Hospi- 
tal, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 

pore 8, 1936—Wednesday evening. Hahnemann Hos- 

ital, Worcester, Mass. Dinner and scientific program. 

ubjects of program to be announced later. 

ow Phen 1936—Wednesday afternoon and evening. An- 
nual Meeting of Society. Time, place and details of pro- 
gram to be announced in an April issue of the Jou ® 


ERWIN C. MILLER, M.D., Secretary. 


BOOK REVIEW 


Free Medical Care (Socialized Medicine). E. C. 
Buehler. 360 pp. New York: Noble & Noble, 
Publishers, Inc. $2.00. 

This book is the second of this author’s series of 
books edited for the purpose of furnishing material 
for debaters. 

In the first part it summarizes conditions as they 
are in regard to medical service and presents some 
of the problems which exist. This is done in a clear 
and fair manner. 

There then follows a splendid bibliography of the 
articles on this subject that have been published 
from 1929 to the Spring of 1935. 

The second half of the book consists in a repro- 
duction of an appreciable number of leading articles 
mentioned in the bibliography. These articles in- 
clude those in favor of and those opposed to social- 
ized medicine. 

Finally it gives a summary of the various experi- 
ments already being tried out in various parts of 
this country along these lines. 

At the end the recommendations of the majority 
and the minority on the Committee on the Costs of 
Medical Care are added and the recent votes of the 
American Medical Association, American College of 
Surgeons and the American Dental Association on 
these problems. 

It is an excellent reference book to any one wish- 
ing to become familiar with the various points of 
view on this complicated subject. The author does 
not add any personal opinions. 
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